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NOW even 
many cardiac patients 


may fave THE FULL 
BENEFITS OF 
CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patients, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar’’ side effects. Moreover, DECADRON 


has helped restore a “‘natural’’ sense of 
well-being. 
* tAnalysis of clinical reports. 
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Facts and Fallacies About Gonorrhea and Syphilis 


WARFIELD GARSON, M.D., M.P.H., Chapel Hill, North Carolina 


ONE MIGHT INQUIRE why we, in these latter days, 
should concern ourselves with facts and fallacies 
about gonorrhea and syphilis. In this regard—and 
since we are here in San Francisco—let us con- 
sider your sister metropolis to the south, Los An- 
geles. Among all the communicable diseases, vene- 
real disease is currently the most serious health 
menace in that great city. In 1958 gonorrhea ranked 
first in the total number of cases of communicable 
diseases reported in both the city and the county. 
The next two most common contagious diseases, 
mumps and measles, were outnumbered by gonor- 
rhea nearly 3 to 1. Looming significantly large in 
fourth place was our old enemy syphilis. 

If we consider that there are at least five un- 
reported cases of gonorrhea for each reported case, 
and for syphilis at least three unreported cases for 
each reported, we begin to have an appreciation of 
the disquieting magnitude presented by the venereal 
diseases in our contemporary society. 

With any disease problem in a community it is 
essential also that we have information concerning 
the trend of the disease. That is, whether there is a 
decrease, an increase or plateau of the number of 
cases, directly or in proportion to the population. 
Again the City of the Queen of the Angels gives an 
excellent example for our consideration. During the 
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e The limitations and special usefulness of clin- 
ical and laboratory diagnostic techniques in the 
diagnosis of gonorrhea are poorly understood 
and utilized by the average practitioner today. 
Most physicians and clinics, lulled by compla- 
cency or lack of ancillary aid in the area of diag- 
nosis, proceed by measures based in many in- 
stances upon past fallacy rather than upon the 
facts recently developed by research in this dis- 
ease. The same circumstances apply concerning 
treatment and management of this disease, par- 
ticularly in females. 

All physicians are potentially capable of giv- 
ing excellent treatment for syphilis today. The 
problem is to properly diagnose the disease, 
manage the patient and deal with the source. 
Looming large in the area of diagnosis is the 
interpretation of serologic tests for syphilis. No 
serologic test diagnoses syphilis, but rather gives 
information as to the immunologic status of the 
the patient in relation to reagin and treponemal 
antibodies. None of the antibodies measured in 
these tests are absolutely specific for syphilis 
alone. 

There is no substitute for a well-informed phy- 
sician, who knows his patient, to relate and in- 
terpret even the best of treponemal serologic 
tests. 


decade 1945-55, a rather rapid decline in venereal 
diseases was noted; and, indeed, until 1955 the city 
was below the national average for primary and 
secondary syphilis. Since 1955, such cases have in- 
creased to a point where the city’s rate is almost 
three times the national average. 

In the light of such findings, which are not con- 
fined to Los Angeles but are to be noted in many 
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other sections of our country, it would seem prudent 
to divest ourselves of as many fallacious concepts as 
possible concerning these diseases, and replace the 
fallacies with facts that have been made available 
by recent research. 

The limitations and special usefulness of clinical 
and laboratory techniques in the diagnosis of gonor- 
rhea are neither well understood nor utilized by the 
average practitioner today. Many physicians and 
clinics, lulled by complacency or because of lack of 
ancillary aid in the area of diagnosis, proceed by 
measures poorly justifiable in the light of more 
recent research concerning this disease. Similar cir- 
cumstances may be noted concerning treatment, 
management and control of this disease, particularly 
in females. 

Let us consider the diagnosis of gonorrhea in the 
female, as this is a major factor in both the clinical 
and control problem today. I assume that it is 
agreed we cannot diagnose by clinical means alone 
the bulk of gonorrhea appearing in women. May we 
assume, then, that the best procedure for the diag- 
nosis of gonorrhea in women is by smears and cul- 
tures taken from appropriate sites correlated with 
clinical data? If we do assume this, it is a fallacy. 
Studies by the Public Health Service utilizing the 
very best clinical and laboratory groups working 
together with the patient, indicate that clinical in- 
formation plus smears and cultures at best could 
diagnose only 50 to 75 per cent of the cases of 
gonorrhea in females.*:*° You might ask, “How does 
one know if the other 25 to 50 per cent had gonor- 
rhea?” The facts were discovered by interviewing 
and investigation of contacts which demonstrated 
that these females were capable of passing gonorrhea 
to susceptible males, even though diagnostic pro- 
cedures had failed in detecting the presence of the 
gonococcus in these women. What is the most sen- 
sitive diagnostic tool available for the diagnosis of 
gonorrhea in the female? The uncomfortable an- 
swer is, the anterior urethra of a susceptible male. 
Such information should clearly point out to us the 
limitations in our best current techniques for diag- 
nosis and place in proper perspective the importance 
of the epidemiologic diagnosis of this disease. Cer- 
tainly we will never control this disease when in one 
of every two to four women who have gonorrhea 
the disease cannot be detected by our current labo- 
ratory procedures and the women are available in 
the community for its transmission. 


There is a rather commonly held fallacy that the 
orgavisms causing gonorrhea and syphilis are simi- 
larly highly susceptible to the action of penicillin. 
While this concept is quite true concerning T'repo- 
nema pallidum it is not, and never has been, true 
for Neisseria gonorrhoeae, It has always taken more 
penicillin per organism to achieve a minimal inhibi- 


tory concentration (MIC) for the gonococcus than 
for the treponeme. Furthermore, the gonococcus has 
been observed to have a wide range of susceptibility 
to the action of penicillin, depending upon the strain 
of the organism tested. Indeed, natural isolates of 
the gonococcus over the past decade have indicated 
a definite and continuing proportional increase in 
resistance to penicillin.2® In this country with the 
various techniques employed in laboratories, strains 
of the gonococcus for which the mic of penicillin is 
as high as 0.333 units per milliliter have been ob- 
served; and in the past few years particularly, more 
and more natural strains for which the MIc is above 
0.1 and 0.2 units per milliliter have been seen. These 
concentrations exceed levels obtainable by usual 
doses of the type of penicillin given in the recent 
past in clinics throughout this country.5 In such 
circumstances we would, of course, expect to see 
failures of treatment on the basis of dose of drug 
alone, and indeed, this is exactly what has been 
observed in a number of clinics* where studies 
have been carried out to determine this and other 
factors in the treatment of gonorrhea, While a 
schedule of dosage that will maintain the blood 
content at an effective level over a long period does 
not have to be quite so meticulously worked out for 
successful treatment of gonorrhea as it does for 
syphilis, still it is an important factor in approach- 
ing the logical and effective use of penicillin. We 
have observed with the methods used in our labo- 
ratory that the cidal effect of penicillin on the usual 
strain of the gonococcus becomes observable be- 
tween the fourth and fifth hour of contact of the 
organism with the drug. From a practical stand- 
point, killing is usually complete by the twelfth 
hour. We have noted, from time to time on a few 
strains tested on semi-solid media, that viable or- 
ganisms can be recovered through 24 hours of con- 
tact with penicillin; but no strain has ever survived 
under these circumstances to 48 hours of exposure." 


Wit the above factors at hand and sub- 
sequent to the studies in our laboratory on bac- 
teriostatic and bacteriocidal action of penicillin on 
the gonococcus, it was obvious that neither the long 
endurance of some strains after contact with peni- 
cillin nor the relatively high mic required to kill 
certain strains of the gonococcus could account en- 
tirely for the failure of penicillin to cure some in- 
fections, particularly in the female. We decided to 
investigate whether any cellular components could 
protect at least some of the gonococci from peni- 
cillin. Although it is conceivable that extracellular 
gonococci in a protected position within aggrega- 


*References 11, 12, 19, 20, 21. 
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tions of host cells in a poorly draining or non-drain- 
ing focus of infection would not be reached or 
affected by penicillin, it was decided to approach 
the problem first from the standpoint of whether the 
gonococcus could survive in an intracellular circum- 
stance and avoid the action of extracellular peni- 
cillin. Using tissue culture techniques, it was ob- 
served that both HeLa cells and rabbit fibroblasts 
were capable of engulfing a certain proportion of 
the gonococci to which they were exposed. Further, 
it was demonstrated that penicillin, when applied 
to the medium, would kill extracellular gonococci 
but would not affect intracellular organisms. The 
presence of penicillin up to as long as 96 hours had 
no effect against the intracellular organisms, while 
at the appropriate MIC most extracellular daughter 
cells were killed within five to twelve hours. Inacti- 
vation of penicillin by penicillinase and changing of 
either the osmotic relationships of the medium or 
disruption of the tissue cells with engulfed organ- 
isms allowed for the recovery of the gonococci in a 
viable form on culture media up to as long as 240 
hours thereafter. It was noted that the MIC neces- 
sary to kill these recovered gonococci was the same 
as that which killed extracellular organisms. We 
have extended this work to include not only peni- 
cillin but a wide variety of antibiotic and chemo- 
therapeutic agents and have found that the gono- 
coccus is protected against all agents tested to date”® 
in the circumstances reported above. 


Taking into consideration all the factors previ- 
ously discussed, in 1956-57 we proposed a working 
hypothesis for the treatment and management of 
gonorrhea based on these findings.® This proposal 
may be summarized briefly as follows: 


1. Sufficient penicillin must be given the patient 
so that the units per milliliter of serum will exceed 
the highest known mic for any strain of the gono- 
coccus in this country. Roughly, this would mean 
a serum level of 0.35 units per milliliter. 


2. Such a level must be maintained in contact 
with the gonococcus for a period of at least 24 hours 
and preferably 48 hours. That much contact would 
allow for a complete bacteriocidal effect against any 
known gonococcus based upon our laboratory in 
vitro work. It should be pointed out that in vivo 
this time period may be less in view of host factors, 
and that only very rare strains of the gonococcus, 
upon occasion in vitro, have demonstrated a capac- 
ity to survive exposure of 24 hours. 


3. Provisions should be made in the treatment for 
very long-acting penicillin. This is necessary for 
two reasons. The first is that although 48 hours of 
exposure will kill all gonococci in vitro; nonethe- 
less, we do not know when such exposure is liable 
to occur in vivo, particularly in the female. In other 
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words, we could not treat a patient, obtain a 48-hour 
continuously adequate penicillin blood level and as- 
sume that the gonococcus in various foci in the fe- 
male genitourinary tract had had an equal 48 hours 
of exposure. The second point is even more impor- 
tant. It relates to the fact that even if the patient 
is cured of gonorrhea, he or she may become re- 
infected in short order. It is possible with benzathine 
penicillin to obtain blood levels beyond 45 days in 
humans. While we do not know the exact minimum 
concentration of continuous penicillin that will pro- 
tect a person exposed to gonorrhea, nonetheless, it 
is known empirically that giving long-acting peni- 
cillin does reduce the repeater load in venereal dis- 
ease clinics.*1° This is the “antibiotic quarantine” 
spoken of by Dr. Ira Schamberg of the Venereal 
Disease Clinics in Philadelphia.?°?" 


Saas is yet another factor in re- 
lation to the use of a long-acting penicillin. If it 
is true, particularly in the female, that certain tissue 
cells of the genitourinary tract are capable of taking 
viable gonococci within them and protecting such 
organisms from the effect of penicillin as we have 
demonstrated in tissue cultures, then when these 
cells are shed viable gonococci are released within 
the host. This would make auto-infection of the 
host a possibility without an infectious sexual con- 
tact. As such viable gonococci could be released 
some weeks after the initiation of therapy, it is ob- 
vious that the presence of long-acting penicillin in 
such a patient would be a deterrent to auto-infection. 
I must stress that this is a hypothesis and has not yet 
been confirmed by clinical research. Nonetheless, 
until we know more about the disease in this regard, 
it behooves us to take such action as would prevent 
the likelihood of its occurrence. 

Hence, the previous concept that a “dosage of 
160,000 units of penicillin over a 45-hour period... 
represented the use of an excessive amount of 
drug....”?® must be considered fallacious in the 
light of today’s knowledge, and we must raise our 
sights in the treatment of gonorrhea to higher levels 
of penicillin extending over a much longer time 
than we have used in the past. I believe it is obvious 
to all of us that the control of gonorrhea can be 
enhanced by the application of this knowledge in 
treatment. The epidemiologist can feel more secure 
that the patient will not be reinfected before the 
source of infection and other cases from the same 
source can be traced. Also he will have a longer 
effective period during which investigations may be 
conducted to bring contacts to epidemiologic or 
specific treatment. Of greater importance, the tend- 
ency of the gonococcus to develop further resistance 
to penicillin can so be blocked. 





Up to now it would appear that we have neglected 
the male. I can assure you this is not my intention. 
However, the problem of uncomplicated gonorrhea 
in the male is a considerably less difficult one in 
relation to diagnosis and treatment. In these days 
of the rediscovery of non-gonorrheal urethritis 
(NGU), it would be wise to routinely take at least 
smears on male patients to aid in distinguishing 
between gonorrhea and Ncu. We must remember, 
too, that when occasional treatment failures of 
gonorrhea occur and NGcU has been excluded, cul- 
tures should be obtained and the susceptibility of 
the gonococcus to penicillin determined as a guide 
in therapy. It is perhaps worth while, too, to remind 
the epidemiologists that British, Danish and Ameri- 
can investigators,” have reported what appear to 
be cases of asymptomatic gonorrhea in males. 


If I may direct your attention to more basic re- 
search areas related to gonorrhea, I believe that I 
can demonstrate to you that fallacy is as rife 
amongst the long-hairs as it is among crew-cuts. 
For many years it has been rather widely accepted 
that the endotoxin of N. gonorrhoeae, which is the 
factor causing the basic cellular pathologic changes 
of the disease, was a protein. This may be a very 
important fallacy. Reviewing the work of the past, 
we have obtained a protein material from the gono- 
coccus which is consistent with all past criteria 
referable to the endotoxin of the gonococcus.”? In 
an attempt to increase the toxicity and lethality of 
this endotoxin to animals and to purify the endo- 
toxin for chemical characterization, we found that 
most of the toxicity could be related to nucleopro- 
tein.** By applying techniques unavailable to work- 
ers of the past we were pleasantly surprised when 
we separated a previously unknown lipopolysaccha- 
ride phosphate (LpsP) from the protein endotoxin. 
The bulk of the toxicity was to be found in the LpsP 
rather than in the nucleoprotein.”> If these new 
studies are confirmed, it would appear that the 
endotoxin of the gonococcus is not a protein, but 
rather is a lipopolysaccharide. This observation 
would be of extreme importance in relation to de- 
velopment of specific antigens for serologic testing 
for gonorrhea, as well as the possible development 
of a relatively specific skin test for the disease. Fur- 
ther, as saccharide antigens are usually more closely 
related to protective immunity than are protein 
antigens, such studies may lead us to a means of 
developing hyper-immunity in the host sufficient to 
protect against naturally acquired gonorrhea. Using 
our original protein endotoxin, we were able to 
demonstrate that cortisone significantly protected 
mice from death by this material. Properdin in 
rather large doses had a similar effect, while reser- 


*References 1, 4, 13, 14, 17. 
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pine enhanced the toxicity of the endotoxin.?? Such 
information may be of considerable value in further 
clinical research on treatment. 


It appears we are once again upon the threshold 
of a renaissance in research and new knowledge 
concerning the gonococcus and gonorrhea. The ex- 
citing research concerning the adaptation of the 
fluorescent antibody technique to the gonococcus, 
which could allow for the specific detection of gono- 
cocci in a stained smear within 30 minutes or the 
utilization of this technique for a serologic test for 
the disease, is only one of many intriguing areas of 
research; and the research, if successful, may be 
reflected in our clinical and public health practice 
in the not too distant future. It is anticipated, hope- 
fully, that such changes will bring us the blessings 
and benefits of more efficient and effective means 
of clinical management and control of gonorrhea in 
our communities. 


CHANGING CONCEPTS IN SYPHILOLOGY 


Now let us consider some of the changing con- 
cepts concerning syphilis. The most important re- 
cent changes in our thinking about this disease stem 
from penicillin treatment, and new knowledges of 
the host immune response to this disease reflected 
in newer serodiagnostic tests.° Before the penicillin 
era, it used to be said that almost any third year 
medical student could diagnose syphilis with a 
slight nudge from the laboratory, but that an expert 
was required to treat the disease. This old bromide, 
true in its day, has now become a fallacy and, in- 
deed, the reverse of this circumstance is now the 
problem. While I do not recommend third year 
medical students be placed in charge of this disease, 
I believe that treatment has been so simplified that 
any competent physician can do an excellent job in 
the therapy of syphilis. Diagnosis, on the other 
hand, has become more difficult in view of the rapid 
decline of this disease, the availability of a multi- 
tude of new serodiagnostic procedures (see list in 
box on the following page) and, in some people’s 
thinking at least, a presumed increase in the inci- 
dence of diseases associated with biologic false- 
positive reactions. The list of new test procedures 
shown here represents the fruit of research of only 
the last decade. And there are more to come. We 
cannot dwell upon all these procedures, but there are 
several worthy of further consideration here. 


There is an opinion abroad that, although reagin 
or Wassermann tests are not specific for syphilis, 
the newer treponemal tests, such as the Treponema 
Pallidum Immobilization (Tp1) test,!® are specific. 
This is an unfortunate fallacy in that it attributes 
infallibility to the results of a laboratory procedure. 
No serologic test for syphilis diagnoses syphilis; 
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Treponemal Tests for Syphilis Used in Last Decade 


1949 TPI Treponema pallidum Immobiliza- 


tion tests 

Treponema pallidum Agglutina- 
tion tests 

Treponema pallidum Immune- 
Adherence tests 

Treponema pallidum Complement 
Fixation test 

Treponema pallidum Methylene 
Blue tests 

1956 WTPCF Whole-body Treponema pallidum 
complement Fixation test 

Reiter Protein Complement Fixa- 
tion tests 

Treponemal Wassermann Reac- 
tion test 

FTA Fluorescent Treponemal Anti- 
body test 

Treponema pallidum Cryolysis 
Protein tests 


1953-55 TPA 
1953 TPIA 
1955 TPCF 


1956 TPMB 


RPCF 


TWR 


TPCP 


rather, its results inform us of the immunologic 
status of the patient in relation to reagin and trepo- 
nemal antibodies. None of these antibodies meas- 
ured are absolutely specific for syphilis alone. In 
fact, practically all the related treponemal diseases 
in man react to these test procedures; and, in addi- 
tion, certain antigenic components isolated from 
non-pathogenic treponemes will react with syphi- 
litic antibodies.* Luckily for us in this country, at 
least, there are few treponematoses other than 
syphilis, and hence we can place a practical reliance 
upon the results of some of the treponemal tests as 
being related to syphilis in our patients. In addition, 
it should be strongly noted that reagin, TP1, Trepo- 
nema Pallidum Complement Fixation (TPcF) ,!° and 
Reiter Protein Complement Fixation (RPcF) test? 
antibodies are all different immunologic host re- 
sponses. How long it takes them to appear after in- 
fection, and their course during the natural history 
of syphilis vary. It is essential that the physician be 
aware of this knowledge to adequately interpret 
the results of tests on blood from a patient.? To 
add to the confusion, we now know that treat- 
ment, adequate and probably inadequate, changes 
the pattern of at least some of these antibodies. Cur- 
rent research only now is beginning to clarify the 
meaning of these changes in the face of anti-trepone- 
mal treatment. Without a grasp of the significance 
of these facts, the physician simply cannot ade- 
quately interpret what would appear to him to be 
extremely contradictory and confusing findings; 
nor can he use the proper test at the proper time, 
for such knowledge is mandatory to exploit the spe- 
cial limitations and usefulnesses of these test pro- 
cedures. 

To be a bit more practical: While it is true that 
both false-positive and false-negative test results 
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have been observed for all the treponemal tests, 
nonetheless, they occur in so small a number of 
cases when compared with reagin results that one 
of the special usefulnesses of the treponemal tests is 
in distinguishing the chronic biologic false-positive 
reactor from the patient with syphilis. The RPCF test 
is the least expensive, most readily available pro- 
cedure, followed by the TpcF 50 test. As commercial 
antigen is available for both procedures, the tests 
may be done in any local, competent laboratory. The 
TPI test remains available to all physicians and 
clinics through the resources of the State Health 
Department and the U. S. Public Health Service. 


In our harried profession, in which time is so pre- 
cious, we always hope that a new development will 
make it easier and less time-consuming to practice 
good medicine, whether it is on the individual pa- 
tient or on the body politic. While the new pro- 
cedures in the serodiagnosis of syphilis permit us 
to do just that, it is so only when the physician 
divests himself of the fallacy that the laboratory 
can substitute for his brains and knowledge. 


For the full exploitation of the research advances 
in this field, there is simply no substitute for a phy- 
sician well informed about syphilis as a disease, 
well informed about his patient and well informed 
about the implication of the test results he receives 
from the laboratory. 


Venereal Disease Experimental Laboratory, P. O. Box 1049, Chapel 
Hill, N. C. 
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California Medical Association Medical Motion Pictures 


DAYTIME FILM SYMPOsIUMS, like those that were so popular during the 1959 
Annual Session of the California Medical Association, are being planned for 
the 1960 meeting. Evening film programs will be planned for physicians, their 


wives, nurses and ancillary personnel. 


Authors wishing to show films should send their applications to Paul D. 
Foster, M.D., California Medical Association, 2975 Wilshire Boulevard, Los 
Angeles 5. All authors are urged to be present, as there will be time allotted 
for discussion and questions from the audience after each film. 

Tentative plans are being made for Symposiums in the following fields: 
Pediatrics, Diagnostic Features of Cancer, Emergencies in Medicine, Anesthesi- 
ology for General Use, New Advances in Medicine and New Methods in Surgery. 

Films that would fit into programs in one of these fields would be espe- 


cially appreciated. 
Deadline is October 31, 1959. 
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Surgical Treatment of Cervical Osteoarthritis 


ROBERT W. RAND, M.D., Ph.D., and PAUL H. CRANDALL, M.D., Los Angeles 


CERVICAL OSTEOARTHRITIS has long resisted medical 
and surgical correction. However, in the past two 
years, certain clinical and pathological types have 
been successfully attacked surgically—specifically, 
cervical spondylosis. This entity, of which there are 
several varieties, may be defined as a chronic degen- 
erative intervertebral disc protrusion which has 
caused secondary hypertrophic osteophyte forma- 
tion.” 

When these hypertrophic osteophytes develop 
along the posterior margins of the cervical verte- 
brae, transverse bars of hard bone are produced. 
These ridges or bars in turn press upon the anterior 
spinal artery and the spinal cord parenchyma. This 
compression process eventually causes local neurone 
degeneration in the anterior horn and involvement 
of the long ascending and descending motor and 
sensory tracts. For example, the patient may show 
atrophy of the intrinsic hand muscles and spastic 
paraplegia—a syndrome-complex which frequently 
has been mistakenly ascribed to incurable progres- 
sive spinal muscle atrophy or amyotrophic lateral 
sclerosis. 


On the other hand the osteophytic processes and 
disc herniation may be posterolateral and greatly 
narrow the intervetebral foramina through which 
the cervical nerve roots emerge. The osteophyte for- 
mation in this case involves the Luschka joints. 
The resultant nerve root compression is manifested 
primarily as either excruciating radicular arm pain 
or numbness or weakness, or a combination of 
these symptoms. It is generally this sharp lancinat- 
ing root pain that causes the patient to see a 
physician. 

Perhaps an even more common group of symp- 
toms brought about by this type of cervical osteo- 
arthritis is the so-called chronic neck and shoulder 
pain. This pain is often associated with limitation of 
movement and stiffness of the neck. The shoulder 
pain is generally referred to the medial border of 
the scapula. For example, if the interspace between 
the fifth and sixth cervical vertebrae is diseased and 
the disc protrudes, the pain is centered along the 
superior edge of the scapula opposite its spine. Pain 
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e The early results of anterior cervical interver- 
tebral disc excision and fusion (Cloward opera- 
tion) together with removal of associated ar- 
thritic bone spurs pressing on nerves and spinal 
cord give promise of relief of pain and muscle 
weakness in patients who have this form of 
cervical osteoarthritis. 


Eighty-five per cent of a group of patients 
with neurologic pain caused by compression of 
this kind were relieved by this operation. The 
approach to the cervical vertebrae is made by an 
incision into the front of the neck and the dis- 
eased disc and arthritic spurs are removed by 
drilling a half-inch hole into the edges of the 
vertebrae. The remaining fragments of disc are 
curetted away. The hole is plugged with a bone 
dowel. The patients had less pain and a more 
rapid convalescence than with the usual poste- 
rior laminectomy for chronic disc disease. 





along the mid portion and lower angle of the scapula 
is due to herniations between the sixth and seventh 
cervical vertebrae and between the seventh cervical 
and the first thoracic, respectively. The pain is not 
of nerve root origin but seems to be primarily 
discogenic. 

It has been shown that irritation of the annulus 
fibrosus of the spaces mentioned above will refer 
pain to the scapula as outlined. It has been postu- 
lated that the neural pathway by which the pain 
travels is as follows: The impulses arising in the 
plexus of nerve ending of the annulus pass by way 
of Luschka’s nerve to the posterior root and then by 
way of synapse to the anterior horn cell and retro- 
grade to the appropriate muscles about the scapula. 
We believe, however, that this referred scapular 
pain, although arising from the diseased annulus 
fibrosus, is a referred periosteal rather than muscle 
pain. 

Cervical spondylosis may be generalized, some- 
times involving the entire cervical region, but it is 
usually more localized between the fifth and sixth 
and sixth and seventh cervical vertebrae. Cervical 
spondylosis is to be distinguished from acute inter- 
vertebral disc degeneration and rupture, which we 
have found to be considerably less common than 
the chronic form. One would naturally suspect that 
cervical spondylosis would be most frequently found 
in the middle and older age groups. This is quite 
true; however, many persons, particularly men in 
their twenties and thirties, may show chronic ad- 





vanced but usually localized disc disease particu- 
larly of the lower cervical vertebral segments. The 
cause of this primary disc degeneration is not 
known. The trauma of “wear and tear” has been 
implicated as the most prominent cause of cervical 
spondylosis. Certain obstacles to acceptance of this 
supposition immediately arise. For example, the 
majority of neck movements take place in the upper 
cervical vertebrae, which would make them the most 
reasonable site of “wear and tear.” Yet, the chronic 
degenerative process is usually at the lower cervical 
discs. Another question arises: Why should a man 
of 65 or more have practically no degenerative disc 
disease while another 30 years younger has severe 
cervical spondylosis? With regard to age, this prob- 
lem seems to parallel that of atherosclerosis. Cer- 
tainly the etiological factors of cervical spondylosis 
remain a challenging puzzle. It has been found that 
pathologically the degenerative disc and osteophyte 
formations are nearly the same in the man of 30 
as in the man of 60. 

What can be done to improve this cervical spon- 
dylosis and relieve the patient of the root and spinal 
cord compression syndromes? It has been found by 
cinefluoroscopic studies that excessive anteroposte- 
rior movement of the vertebra occurs at the site of a 
chronically degenerated protruded cervical disc. 
This excessive movement seems to set up a cycle of 
further disc degeneration and osteophyte forma- 
tion. Thus, putting these diseased regions at rest 
would seem to be indicated. Applying this principle 
of treatment has taken the form of external splinting 
or fixation either with a cast or a cervical brace or 
collar. By using these appliances coupled with peri- 
odic cervical traction, great symptomatic relief is 
often afforded and the rapidity of pathological 
change reduced. 

In June, 1958, Smith and Robinson® reported 
their experiences with 14 cases of anterior removal 
of diseased cervical discs and interbody fusion. The 
rationale for the operation is, of course, to stabilize 
the site of the protruded disc and osteophyte forma- 
tion permanently by bony fusion. Originally these 
investigators had hoped that following partial disc 
removal the vertebral bodies could be wedged apart 
and that this would increase the size of the inter- 
vertebral foramina. Although this was not possible, 
results were excellent in nine patients and good or 
fair in four. 

Cloward! in November, 1958, published his re- 
sults with anterior disc removal and interbody dowel 
fusion. He applied the lumbar interbody dowel 
fusion technique of Wiltberger to cervical spondy- 
losis and overcame certain faults inherent in the 
Smith-Robinson cervical interbody fusion. The op- 
eration is done in the following way: The patient is 
placed in the supine position on the operating table 
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Figure 1(a).—Anatomical demonstration of multiple 
cervical disc protrusions; (b) drill guard in place and 
disc partially removed; (c) diseased cervical disc totally 
removed along with posterior osteophytes and interfora- 
minal osteophytes; posterior longitudinal ligaments seen 
at depth of drill holes; (d) bone dowel in place. Inset 
Bone dowel five-eighths inch in diameter and one-half 
inch thick, ready for placement. 


and a 5 cm. incision is made along the natural skin 
lines between the sternocleidomastoid muscle at the 
midline to the level of the thyrocricoid cartilage. 
Following the natural fascial planes and retracting 
the great vessels laterally and the esophagus and 
trachea medially it is possible to expose the inter- 
spaces between the fourth and fifth, fifth and sixth 
and sixth and seventh cervical vertebrae without dif- 
ficulty and without undue pressure on the retracted 
viscera. The diseased disc material is removed in 
part by disc rongeurs; and then, by drilling a half- 
inch hole centered between two cervical vertebrae 
and carefully curetting away the osteophytes along 
the posterior margins of the vertebrae together with 
those arising from the Luschka joints, it is possible 
to remove the compressive forces on the appropriate 
nerve roots and spinal cord at that level (Figure 
1). The bone dowel used to accomplish the fusion 
is taken from the crest of the ilium with a five- 
eighths inch trephine. This dowel generally measures 
three-eighths to a half inch in thickness and has 
dense cortical bone at either end. As the average 
sagittal diameter of the vertebra is from five-eighths 
to seven-eighths inch thick, it is possible to counter- 
sink the dowel about one-eighth inch and still in no 
way endanger the spinal cord by compression. Me- 
chanically, this bone dowel causes immediate fixa- 
tion, which prevents further osteophyte formations 
at that level. A solid bony fusion occurs in about 
two months. 
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The usual formal posterior cervical approach 
with laminectomy cannot accomplish these aims— 
that is, total removal of a diseased disc, the asso- 
ciated interforaminal osteophytes and the transverse 
bars of bone and protruded disc. Thus, although 
laminectomy and dentate ligament section gives 
many patients some immediate relief, it is often not 
a lasting effect. This is primarily because the main 
etiologic factors causing the compression have not 
been resected. 
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Figure 2.—Upper left, severe posterior osteophyte formation at level of interspace between the fifth and sixth 
cervical vertebrae (arrow). Upper right, transverse defect in myelogram at the 5-6 interspace (arrow). Lower left, 
showing transverse myelographic defect corrected by anterior disc removal and interbody dowel fusion (arrow). 
Lower right, solid bony fusion three months after operation. Note absence of previous posterior osteophytes (arrow). 


In the group of 47 cases reported by Cloward, 
the results were gratifying. Forty-two patients had 
complete relief of the neck, shoulder and arm pains, 
and five had partial relief. The patients made a more 
rapid recovery from the operation than do patients. 
after cervical laminectomy. 

Our experience with the operation was not as 
good as Cloward’s. Fourteen patients were treated, 
six of whom had primarily a root compression syn- 
drome, two root and cord compression, and six cord 
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compression. The six with more local disease and 
symptoms of root compression only had immediate 
and complete relief. One patient, a 43-year-old man, 
had severe right arm pain for three months and on 
X-ray examination a severe osteophyte formation at 
between the fifth and sixth cervical vertebrae caused 
a transverse defect in the myelogram. This defect 
was corrected by the anterior disc removal and in- 
terbody fusion, and the patient had solid bony fus- 
ion three months after operation, with continued 
relief of symptoms. (See Figure 2.) One patient had 
some return of arm pain; in his case the foramen 
was only partially widened. 

In patients with root pain and cord compression 
with chronic myelopathy there was good relief of 
pain but only mild improvement of myelopathic 
symptoms—primarily flexor spasms. In the less 
chronic myelopathic .problems, one of the patients 
with a Brown-Séquard syndrome had almost com- 
plete relief in 48 to 72 hours. The reason for the 
poor response in chronic myelopathic disease was 
irreversible intrinsic ischemic changes in the cord. 


Naturally, with any new operative technique some 
problems are to be expected. For example, pseudo- 
arthrosis has occurred in 2 per cent of the patients 
in Cloward’s series, which now numbers 84 cases. 
We have not seen this as yet and hope that by using 
the patient’s own bone this can be avoided. Unless 
the dowel is countersunk slightly it may come out, 


necessitating replacement. The chances of damaging 
the nerve roots and spinal cord are, of course, of 
prime concern, We have found that by carefully 
using the specialized instruments designed for the 
operation there is less chance of such damage than 
in the usual formal cervical laminectomy. 

We would recommend that all patients with 
severe neck, shoulder and arm pain syndrome and 
those with signs of spinal cord disease be carefully 
screened for the presence of the cervical spondylosis 
form of osteoarthritis. If they are not responding 
to the usual conservative measures, special diagnos- 
tic roentgenographic studies should be done, spe- 
cifically myelography and discography to identify 
the offending disc or discs. Once identified, the dis- 
eased protruded discs and their associated osteo- 
phytes can be removed and the interspace fused by 
this new surgical technique. 

U.C. Medical Center, Los Angeles 24 (Rand). 
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Epidemiology in the Social Sciences 


THE OBJECTIVES of this paper are: first, to explore 
the application of epidemiological principles to the 
broad and often poorly defined field of social sci- 
ence; second, to report an experiment carried on in 
San Mateo County during the past four years in 
this field; and, third, to cite several examples from 
administrative experience illustrating the import- 
ance of a broader knowledge on the part of physi- 
cians, and particularly health officers, of the social 
sciences and the possible consequences of our failure 
as physicians to be cognizant of sociological phe- 
nomena in our communities. 


Most physicians are familiar with the concepts 
of epidemiology and are comfortable in the use of 
the word, although few could perhaps claim the title 
epidemiologist in the same class with those who 
have made great contributions to our medical knowl- 
edge, such as William Budd, Pannum, John Snow, 


Chapin, Lumsden, Frost, Rosenau, Ricketts, God- © 


frey and John Gordon. Many persons think of epi- 
demiology as having to do almost exclusively with 
infectious disease. Godfrey pointed out in the early 
twenties that epidemiology and the epidemiological 
method had application to many other morbid con- 
ditions, such as goiter, heart disease, lead poisoning, 
diabetes and deficiency diseases, When epidemiolo- 
gists emancipated this specialty from its restriction 
to communicable diseases and began to explore 
other mass diseases, as reflected in degenerative 
and neoplastic processes and in physical injury, the 
application of epidemiological procedures to other 
fields was well established. In 1939, Elkind* pro- 
posed that epidemiology could be applied to mental 
disease. In 1949, John Gordon® published an epi- 
demiological paper on accidents in which he said 
that “the part exerted by the socio-economic envi- 
ronment is probably the most neglected of any 
epidemiological influence.” Gordon and Lindemann* 
published an extensive analysis of “The Biological 
and Social Sciences in an Epidemiology of Mental 
Disorders” in which they stated, “Epidemiologists 
through association with social scientists, psycholo- 
gists, anthropologists and psychiatrists are gaining 
a better understanding of group characteristics of 
mental diseases and also an insight into potential 
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e The techniques and principles of epidemiology, 
so successfully utilized in the study and control 
of communicable diseases, should be applied to 
other mass phenomena in the community. 


The local health officer should apply them in 
his “diagnosis” of the sicknesses of his organized 
community. 

Epidemiological methods have been used to 
study mental diseases as well as chronic diseases, 
and an experiment in using epidemiological 
methods on the county level to study psycho- 
social disorders has been carried out. 


The impact of psychosocial episodes on somat- 
ic diseases is now generally accepted and well 
documented. Individual practitioners of medicine 
are becoming more interested in the significance 
of social tensions on the health of their patients. 


Public health physicians, specialists in preven- 
tive medicine, are the best equipped by training 
and experience to take the leadership in the appli- 
cation of epidemiological methods to sociomedi- 
cal problems and are in a unique position to 
assist their colleagues in the private practice of 
medicine in providing modern helpful and mean- 
ingful health protection to their patients. 


Organized medicine might well become more 
cognizant of the sociological changes taking place 
in the nation as they relate to health and assume 
the responsibility for aggressive leadership in 
the anticipation of and the solution of these 
problems. 


application of the social sciences to other kinds of 
mass disease.” 

On the other hand, the term social sciences does 
not conjure a clear concept in the minds of most of 
us. It means something rather vague and nebulous, 
not particularly related to medicine and, perhaps, 
even a little dangerous and undesirable. In fact, 
there is reasonable doubt in the minds of many 
physicians as to what is scientific about the social 
sciences. However, social science is not new, as 
some of the basic concepts are found in Plato’s 
Republic and Laws and in Aristotle’s Politics. Social 
science is defined as “(1) that science that deals 
with human society or its characteristic elements, as 
family, state or race and with the relations and 
institutions involved in man’s existence and well- 
being as a member of an organized community; 
sometimes synonymous with politics or more often 
with sociology; (2) one of the group of sciences 
dealing with special phases of human behavior, as 
economics, sociology, politics, ethics, etc.” 
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The social sciences should be of particular inter- 
est to specialists in preventive medicine, as health 
officers are considered the physician to the “or- 
ganized community” in contrast to the private 
practitioner who serves as the physician to the 
individual. And yet, it sometimes seems that we 
health officers are so preoccupied with the problems 
of budget, administration, personnel, public rela- 
tions, professional relations, annual reports, new 
programs, committee meetings and so on, that we 
fail to really take a good community history, do a 
competent examination or even attempt to diagnose, 
much less treat, the ills that beset the particular 
“organized communities” for which we are respon- 
sible. Most of us over the last decade have finally, 
and often grudgingly, admitted that as health officers 
we do have a responsibility in the field of chronic 
diseases; that modern public health is more than 
environmental sanitation, communicable disease 
control, vital statistics, health education and mater- 
nal and child health services; and that some of our 
communities are pretty “sick” as communities, in 
spite of a creditable job done in the traditional 
public health fields with the collaboration of our 
fellow private practitioners. 


Gordon and Lindemann analyzed the difficulties 
of an epidemiological study of mental disease, but 
competent studies have shown that emotional and 
mental disorders are as common as somatic disease, 
if not more common. Studies in Baltimore!! showed 
that “approximately 10 per cent of an urban pop- 
ulation have one or more of the relatively well 
defined mental disorders.” In a 1957 survey in York- 
ville, New York,!* 30 per cent of the population 
included were found to have handicapping and 
serious mental illness; and a study by Leighton’? re- 
vealed a similar figure in Nova Scotia, 32 per cent 
of the population having severe mental illness of 
a handicapping degree. If these proportions pertain 
to our California communities and if we are truly 
concerned with the prevention and control of all 
disease, then obviously health officers must turn 
their attention to this field. 


The experiment I would like to report, as an 
example of the application of epidemiological prin- 
ciples to a social problem, was reported in detail 
last April in Mental Hygiene.’ This experiment was 
not designed by a health officer or an epidemiolo- 
gist, although its authors had been exposed to some 
very sound epidemiology by one of their associates, 
the late Dr. Carl Buck. The designers of the ex- 
periment were trained in the field of social work 
and had had many years of experience in the field 
of community organization and administration. 
From 1948 to 1952, these investigators carried on 
an intensive study of the social and health agencies 
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in Greater St. Paul,? both official and voluntary, 
and came to the conclusion that by far the largest 
portion of the service and money provided by the 
major administrative units was expended on 6 per 
cent of the families in the community. The services 
relating to the problems isolated were concentrated 
on this relatively small proportion of the population 
that was made up of seriously disorganized multi- 
problem families. The investigators isolated three 
general areas of concern: (1) chronic dependency; 
(2) chronic disability; and (3) disordered be- 


havior. 


Their next step was to select three areas (Winona, 
Minnesota,® Hagerstown, Maryland,* and San Ma- 
teo County”) in which to study each of these factors 
more intensively. The study in San Mateo County 
was subsidized by the Rosenberg Foundation of San 
Francisco, and the overall study was assisted by the 
Grant Foundation of New York. The investigation 
of disordered behavior was started in San Mateo 
County in January of 1954. The first step was to 
attempt to define what was included in “disordered 
behavior.” The definition selected was “behavior 
which is either legally prohibited or generally dis- 
valued by society.” The next epidemiological step 
was to define the sources of reporting already exist- 
ing which would reflect symptoms of disordered 
behavior. Three general categories were established : 


1. Adult disorders, as indicated by major crimes, 
minor crimes and misdemeanors, voluntary admis- 
sions and commitments to mental institutions; 


2. Marital disorders or dysfunctioning, as indi- 
cated by divorce, official separation or desertion, 
separation of children from their own home to 
agency care; and 


3. Child disorders, as indicated by officially re- 
ported delinquency and truancy, noneconomic school 
dropouts, commitments to mental institutions. 


The third step was to attempt to count these in- 
cidents which seemed to be the signs and symptoms 
of disordered behavior in the community, and which 
came to official attention. Hence, in January of 
1954, all agencies involved in this field were asked 
to report to a central bureau all cases in these cate- 
gories that became known to them during this 
month. These reports, when summarized, repre- 
sented the “prevalence” of disordered behavior as 
defined for the study in San Mateo County. During 
the January 1954 “prevalence” study, 72 local and 
state agencies cooperated in reporting. Detailed an- 
alysis indicated that data from ten agencies were 
sufficient to identify and isolate the problems of 
disordered behavior in the county and to secure the 
epidemiological data necessary for study, and these 
ten were asked to continue reporting for the three 
years of the study. 
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Using the definition cited above, we found that 
in January of 1954 27 families of every 1,000 fam- 
ilies in the county were known to agencies for one or 
more episodes of disordered behavior. We also found 
that 5.8 per cent of the families were multiproblem 
families which were absorbing nearly 70 per cent 
of the total community resources for welfare, de- 
linquency and voluntary social services. In January 
of 1954 there were 13,074 Family Unit Report 
Schedules filed with the study staff by the 72 agen- 
cies (local and state) cooperating in the study. 
When these were edited and consolidated to elim- 
inate duplicate reporting, it was found that there 
were 10,078 schedules. Two hundred twenty-seven 
of the total were for hospital care only, leaving 
9,851 families made up of 24,159 individuals to be 
included in the study. 

Of these 9,851 families, 5,359 (54.4 per cent) 
were multiproblem families—that is, showing some 
combination of dependency, ill health or disordered 
behavior—and 4,492 (45.6 per cent) were single 
problem families. By far the greatest number 
(5,456) were reported as disordered behavior cases, 
3,073 of them (56.3 per cent) in single problem 
families, i.e., only disordered behavior, and 2,383 
(43.7 per cent) in multiproblem families. 


This summary of some of the gross 


findings gives a general idea of the type of data 
gathered by use of epidemiological methods. Con- 
tinuation of the reporting to the central roster soon 
revealed that, while 56.3 per cent of the reported 
disordered behavior families were neither dependent 
nor disabled, there developed a pattern of recidivism 
in those families known to the roster. That is, not 
only did the single individual tend to repeat asocial 
acts, but the various members of the family tended 
to get into many kinds of difficulty with official 
agencies. The developments of this concept of the 
study are too detailed to be reported here and are 
all discussed in the publication already referred to.” 

At this point, one might well be tempted to use 
the flippant teen-age comment “So what?” for it 
might be contended that this study designed and 
carried out by social workers on a social problem 
has little relation to public health. However, if our 
interest as physicians and health officers really ex- 
tends beyond the prevention and control of the zy- 
motic diseases, then this study has significance as 
shown by a paper presented to the American College 
of Physicians last spring by Hinkle and Wolff.® 
These investigators followed the records of 3,535 
patients over long periods. They found first that 
“during two decades of young adult life, one fourth 
of the individuals experienced over one half of all 
of the episodes of illness that had occurred among 
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all of the people in the study.” And they said: “The 
distributions were such that they can be explained 
only by assuming that some factor in addition to 
chance operates to determine them. In other words, 
the members of each group behaved as if there were 
differences in their susceptibility to illness. . . . The 
members displayed a difference in their suscepti- 
bility to illness in general, not simply the result of 
differences in susceptibility to one or another spe- 
cific syndrome.” 

The second important observation was that the 
illness histori:3 seemed to show “clusters” of ill- 
nesses in certain periods of the patient’s life. Metic- 
ulous study revealed that the great “majority of 
clusters of illness episodes that occurred in the lives 
of these patients occurred at times when they per- 
ceived their life situations to be unsatisfying, threat- 
ening, overdemanding, and productive of conflict, 
and they could make no satisfactory adaptation to 
these situations.” The following is the closing para- 
graph of their paper: 

“The evidence indicates that the reaction of a man 
to his life situation has an influence upon all forms 
of illness and that it plays a role of significance in 
at least one third of all episodes of disease, regard- 
less of their nature or location, the cause or their 
severity. Ultimately medicine will have to take ac- 
count of this in the treatment of illness. It is very 
probable that an increasing proportion of the thera- 
peutic effort will have to be directed at the patient’s 
relation to his environment if we wish to make any 
significant improvement in his health. In view of 
the complexities involved in dealing with human 
relationships, human attitudes and human behavior 
and the ineffectiveness of our present methods of 
dealing with these, it is also very probable that these 
efforts will be difficult, time consuming and not, at 
first, highly rewarding. The problem stands before 
us as a stern challenge to medicine and not as an 
easy opportunity.” 

If we consider these findings in the light of the 
data of the California Health Survey,® which showed 
that for every 1,000 California citizens in the sample 
year there were 2,550 episodes of acute illness caus- 
ing one or more days of disability, and 1,280 epi- 
sodes of chronic disease causing one or more days 
of disability, the importance of the psychosocial 
factors in disease causations places a heavy respon- 
sibility on the health officer and the private physi- 
cian to take into serious consideration the impact 
of socio-environmental factors on health. 

Two or three experiences might serve to illustrate 
the point. Within the last year two pediatricians of 
real stature have conferred with us in this general 
field. One of the pediatricians was involved in a 
survey of the health needs of children on the San 
Mateo Peninsula. After about an hour’s discussion 
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of the social problems of children, involving de- 
pendent and neglected children, the functions of the 
receiving home, foster home placements, adoptions, 
services for the mentally retarded, the cerebral pal- 
sied child, crippled children’s services and the like, 
he said, “I have been in the practice of pediatrics 
for 15 years in this area and never realized that 
all of this activity with impact on the lives of chil- 
dren was going on in this county,” 

The second pediatrician, a former member of the 
Council of the California Medical Association, came 
to us and asked if we could discuss some of the 
services of the county which affected children be- 
cause he had been appointed to a Governor’s Com- 
mittee on Children and found that he was ignorant 
of the facilities in his own county which were being 
discussed at the meetings of the committee. 

The one agency in our area which seems to have 
real appreciation of the psychosocial factors in chil- 
dren’s development is the Children’s Health Council 
of the Mid-Peninsula, organized by Dr. Esther 
Clark. Here the child is not only treated by the in- 
dividual specialists—orthopedist, psychiatrist, physi- 
cal therapist, speech therapist and others—but the 
whole family situation is studied, diagnosed and 
treated as well. 

Another example, from the other end of the life 
cycle: Last spring I had the privilege of speaking 
to the Western Hospital Association on the Forand 
Bill then under consideration by the 85th Congress. 
In preparation for the discussion, I wrote to both 
the California Medical Association and the Ameri- 
can Medical Association for data and received very 
prompt, gracious replies and assistance from both. 
By analysis of the bill, supplemented by the material 
from the American Medical Association, the Calli- 
fornia Medical Association, the American Hospital 
Association, and our local Congressman, I tried to 
impress on the audience the undesirable features 
of the bill and the impact its possible passage would 
have on both hospitals and the practice of medicine. 
However, I could not overcome the personal feeling 
that, had we in preventive medicine, had individual 


practitioners and had organized medicine taken a 
more active interest in the socio-economic and psy- 
chosocial problems of the aging, there would have 
been perhaps little need to introduce into Congress 
a bill as drastic as H.R. 9467. While sociological 
changes are not usually cataclysmic but rather slow 
and gradual, and have been perhaps of more interest 
to historians than to practicing physicians, I think 
it behooves us all to constantly analyze changes that 
are taking place in our “organized communities” 
and the implications these changes hold for medi- 
cine. 


225 Thirty-seventh Avenue, San Mateo. 
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Intensive Rehabilitation 


Recent Experience in a Chronic Disease Hospital 
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JACQUELIN PERRY, M.D., and BERTRAND C. KRIETE, M.D., Downey 


THE CONCEPTs of patient care in acute and chronic 
disease hospitals have become fairly well established 
and fixed. Minor changes appear as knowledge, 
techniques and drugs improve or as disease patterns 
change. 


The acute hospital functions as the center for 
diagnosis and care, covering nearly all disease en- 
tities. The average period of hospitalization is less 
than two weeks. If, after diagnosis and definitive 
care have been accomplished, the patient has not 
recovered sufficiently to be discharged, he is trans- 
ferred to a chronic disease facility, if such exists 
and if a bed vacancy is available. 


The chronic disease or long-term illness hospital, 
whichever it may be termed, is usually prepared for 
a minimal or slightly higher level of medical care. 
Facilities for diagnosis and care of patients in acute 
phase of disease are minimal because it is assumed 
that the patients entering such units have passed 
that stage. If complications of an acute nature de- 
velop or new problems arise, the patient is returned 
to the acute hospital for care. The ratio of physi- 
cians to number of patients is relatively small be- 
cause activity is minimal. The rate of discharge is 
low and the average length of stay is several years. 
Hence the admission rate is low. 


At first glance this arrangement between acute and 
chronic facilities seems logical. However, experi- 
ence with such an arrangement, or even a deeper 
look at it, points up some serious problems. 


At the chronic disease hospital, the limitations of 
staff and diagnostic facilities make further diag- 
nosis improbable. This is important with regard to 
cases incorrectly or incompletely diagnosed during 
the time of stay in an acute hospital. Treatable and 
sometimes curable conditions are missed, resulting 
in unfortunate and prolonged hospital care. The 
lack of diagnostic and treatment opportunities 
makes it difficult if not impossible to develop and 
maintain a stimulated and competent professional 
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e An intensive rehabilitation program for per- 
sons with severe physical disabilities was carried 
on over a two-year period in a 35-bed unit at 
Rancho Los Amigos Hospital, a chronic disease 
hospital. 

Eighty-five patients were released (69 adults, 
16 children) from the program after an average 
stay of six and a half months. Seventy-one per 
cent of these were discharged to their homes and 
the remainder were transferred to conyalescent 
wards so much improved that they required less 
care, even worked on the grounds. 


Over half of the adult patients discharged to 
their homes became employed, not counting the 
women who resumed housework. 


The average hospitalization for patients in the 
same hospital without this program is three and 
a half years. Thus, despite a much higher cost 
per day for the patients in the intensive rehabili- 
tation program, the total cost is about $7,640 
less per patient discharged from the hospital. 


In addition the shorter period in hospital helps 
meet the ever-increasing demand for chronic 
disease beds. 


staff. These features minimize discharge possibili- 
ties. 


The acute hospitals are so crowded with patients 
in critical condition that they can hardly handle the 
acute problems in their facilities, let alone give 
adequate attention to reconstructive problems in 
patients sent back to them from chronic disease 
hospitals, or even in patients on their own wards 
who need such care. Despite this situation, planning 
agencies are still advocating that general hospitals 
be the center of all active care. 


The number of patients with long-term illness is 


increasing. This is due to improved acute care, 


which reduces mortality but does not always result 
in cure, and to increased longevity with additional 
time for degenerative diseases to develop. The result 
is an increasing demand for long-term beds, a trend 
that will continue so long as the prevailing attitude 
is that active care ceases when the facility for treat- 
ment of acute illness feels it has done all it can. 


This demand can be met by building more beds, 
by increasing the discharge rate or by a combina- 
tion of both. Building more beds is only a temporary 
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solution as the number of these patients is cumula- 
tive. On the other hand, if some of the patients can 
be improved by more intensive care, and discharged, 
the present number of beds would handle more 
patients. In essence, the only way to meet the in- 
creasing demand without continually building more 
beds, is to increase the salvage or discharge rate. 

The question is, can a sufficient number of these 
patients be salvaged by intensive rehabilitation to 
warrant the expense of such a program? Adminis- 
trators will not seek the necessary funds for purely 
social benefits to the patients, but will do so if econ- 
omy can be demonstrated. 

It is the purpose of this paper to present the re- 
sults of an intensive rehabilitation program at the 
Rancho Los Amigos Hospital. The results parallel 
those reported by Hilleboe* at the New York State 
Rehabilitation Hospital. We believe these results 
answer the above question in the affirmative. 


FACILITIES 


Rancho Los Amigos Hospital is the chronic dis- 
ease hospital for Los Angeles County, receiving 
medically indigent patients from the acute hospitals. 
The bed capacity is nearly 2,500, plus over 700 
nursing home beds under contract. Despite this 
size, there are between 300 and 500 patients occupy- 
ing beds in the acute hospitals who are awaiting 
transfer to this hospital. These patients seriously 
clog and hamper the activities of the acute hos- 
pitals. Half of the patients at Rancho are over 65 
years of age and the average length of stay is three 
and a half years. 

In 1952 funds, staff and facilities were provided 
to develop an active intensive rehabilitation pro- 
gram for the large number of severely paralyzed 
poliomyelitic respirator patients who had accumu- 
lated there over several years. The results were 
good,” tempting the staff to extend the intensive 
methods to some of the other disabled patients with 
a myriad of other diseases. Consequently, in 1955 
staff and facilities were provided for an intensive 
rehabilitation program for non-poliomyelitic pa- 
tients in a 35-bed unit. This included, in addition 
to an increased medical and nursing staff, physical 
and occupational therapy, medical social service, 
psychological and vocational services, bracing and 
splinting as well as a developmental orthotic shop, 
surgical, x-ray and clinical laboratory services. The 
results were better than expected, resulting in ex- 
pansion of the program. 


PATIENT SELECTION 


The patients admitted to the 35-bed intensive 
rehabilitation unit were selected by physicians of the 
staff. There were two sources for patients. Initially 
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selection was from patients already at the hospital, 
which limited the choice to patients who had already 
been there for years beyond their initial illness and 
long since had become accustomed and adjusted to 
a quiet and protected hospital environment. Their 
vocational opportunities had disappeared, family 
contacts had diminished and interest in outside life 
had dimmed. To some, there was no interest or 
desire to undergo a program of rehabilitation. They 
did not want their situation disturbed, unless there 
was something better to hope for and probability 
of achievement. 


It was therefore important for the staff to search 
for those who had the physical and mental potential 
for successful rehabilitation, and then convince 
them of their potential in order to raise their desire 
for the program and make them willing to work 
hard for results. 

The second source of patients was referral from 
surrounding acute hospitals, particularly the Los 
Angeles County General Hospital. Members of the 
staff of the county hospital who happened to know 
about the program would periodically refer from 
their wards patients who they felt were potential 
candidates. It soon became obvious, as others have 
reported,* that the sooner patients could be started 
in the program after the acute stage of disease 
passed, the shorter the time required for rehabilita- 
tion and the better the results. Despite this knowl- 
edge, priority was given to patients already at the 
hospital, in recognition of a feeling of first respon- 
sibility to them. 


PATIENT CLASSIFICATION 


In order to evaluate the patients before and after 
treatment we used a profile classification originally 
designed for our postpoliomyelitis rehabilitation 
program. The patients were classified with this sys- 
tem at the time of admission to the rehabilitation 
program and again at the time of final disposition 
of the case so far as the program was concerned. 
The classification was based on the status of the 
patients in four categories: 


1. Physical dependence—meaning how dependent 
they are upon help from others to carry out their 
normal daily activities. They were permitted to use 
any devices available to them, as we-are only inter- 
ested in what they can do for themselves as against 
how much help they need from others. 

2. Respiratory—need for mechanical respiratory 
assistance, such as the iron lung or other respirators. 

3. Vocational—defined as their ability to pro- 
vide for their financial needs at whatever level they 
are accustomed to. This included their family needs 
if they had the responsibility for such. 
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TABLE 1.—Disease Causing ae & 85 Patients In Intensive 
Rehabilitation Program 


Diagnosis Adults Children Total 


Amputation 

Arthritis, rheumatoid 

Arthrogryposis 

Encephalomyelitis 

Hemiplegia 

Muscular dystrophy 

Neuromuscular diseases, miscellaneous 
Orthopedic conditions, miscellaneous.... 
Paraplegia 

Quadriplegia .. 

Rheumatic heart disease 


4. Motivational—defined as their desire to im- 


prove and their willingness or eagerness to work 
for such. 


Each area was broken into one of three scales: I. 
Minimal or no disability; II. Partial disability; 
III. Full disability. 


A patient could be a D-III (fully dependent on 
others for physical help), but be a V-I (financially 
independent) by virtue of mental skills and good 
motivation (M-I). On the contrary, a patient could 
be physically disabled in such a way that he is 
physically independent (D-I), yet be financially 
dependent (V-III) owing to poor motivation (M- 
III). We purposely used a very gross three-scale 
classification limited to four basic categories in 
order to avoid detailed classification of many func- 
tions. The respiratory factor is obviously more im- 
portant with poliomyelitic patients, yet quadriplegics 
may also have such involvement. 


RESULTS 


From November 1955 to November 1957 there 
were 85 patients who completed the program—69 
adults with an average age of 38 years and 16 chil- 
dren with an average age of seven years. The age 
range was from two to 71 years. The duration of 
illness from onset to admission to the rehabilitation 
program averaged five years with a spread of from 
three weeks to 32 years. The previous period of 
hospitalization ranged from three weeks to 12 years. 
The average length of stay in the rehabilitation 
program was six and a half months. The basic dis- 
eases of the patients are listed in Table 1. 


The profile classifications are listed in Table 2 
for adults and in Table 3 for children. The degree 
of disability of these patients can be readily seen by 
looking at the D (physical dependence) column for 
adults, On admission 37 per cent were completely 
dependent on others for physical activities. Another 
42 per cent were partially dependent, making a total 
of 79 per cent who were dependent upon others for 
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TABLE 2.—Changes in Classification of 69 Adult Patients Between 
Time of Entering Rehabilitation Program and Discharge from It 


On Admission On Disposition 
No. No. 


Status Patients Status Patients 


Status: D—Physical dependence, R—Respirator dependence, V—Vo- 
cational dependence, M—DMotivational. 


Classification: I—Minimal or no disability, II—Partial disability, 
IlI—Full disability. 


TABLE 3.—Changes in Classification of 16 Children Between Time 
of Entering Rehabilitation Program and Discharge from It 


On Admission On Disposition 


No. Per No. Per 
Patients Cent Status Patients Cent 


0 
69 
31 


D—Physical dependence, R—Respirator dependence, * ‘ 
Vecutuant dependence,+ M-—-Béotivationsl.t 


Classification: I—Minimal or no disability, Il—Partial disability, 
I1I—Full disability. 


Status 


“Respiratory status was all R-I. 
tNon-classifiable because of age. 


help. On release from the program the figures are 
reversed. Now, only 30 per cent are dependent with 
70 per cent completely independent. The respiratory 
column shows only one patient with sufficient in- 
volvement to require partial use of a respirator. 
The low incidence in this column is due to the fact 
that no poliomyelitic patients are included in this 
study. The profile classification in the principal 
areas considered in Tables 2 and 3 is presented 
graphically in Chart 1. 

The results of rehabilitation efforts are shown 
in Table 4, Sixty-eight per cent of the adults re- 
leased from the program were discharged to their 
homes, with over half going to employment, not 
counting the women who went back to housework. 
Twenty-six per cent remained at the hospital and 
hence were transferred to the convalescent wards. 
This was usually due to a social problem of some 
sort, such as having no home or family. The ma- 
jority of those staying at the hospital were enough 
improved that they needed less care; in fact, they 
were employed on the grounds of the hospital. 

The social benefits of such a program are enor- 
mous. They include reestablishment or protection 
of a person’s dignity and self-esteem, reestablish- 
ment or preservation of his home and family, and 
interest and participation in an active life. The 
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PATIENT PROFILE CLASSIFICATION 
GBB = Minimal or no disability 

@2ZZZ2 = Partial disability 

EEE = Full disability 


ADULTS - 69 CHILDREN- 16 


My 





U 
Y 
ZA 





y 
Gy 
Y 





Aom. Dis. Aom. Dis. Aom. Dis. 
PHYSICAL VOCATIONAL MOTIVATIONAL PHYSICAL 
NEPENDENCE STATUS STATUS DEPENDENCE 


Chart 1—The data in Tables 2 and 3 are presented. 
(Adm. = Status on admittance to program; Dis. = Status 
at time of discharge from program.) Each area exhibits 
an increase in “minimal or no disability” and a decrease 
in “full disability.” The respiratory status is omitted here, 
as only one patient was involved. 


economic benefits are equally great and from the 
standpoint of persons responsible for governmental 
budgets and taxes are of even greater importance. 
The benefits can be shown in three ways. First, 
financial status, which is shown in Table 2 in the 
vocational classification column for adults. Sixty- 
three per cent were completely dependent for finan- 
cial help from others on admission, whereas on dis- 
charge the proportion had dropped to 26 per cent. 
This is important with regard to taxes, for the bulk 
of financial help to these people and their families 
is from public welfare funds. Another important con- 
sideration is that over 50 per cent of the patients dis- 
charged became employed and thus taxpayers again. 

The second economic benefit is the savings in 
hospitalization costs per patient. The daily cost on 
the rehabilitation wards is $19 as compared with 
$9 for the convalescent wards, the difference being 
due to the higher staffing ratio and more intensive 
medical services on the active program. But the 
length of stay was so much shorter that the total cost 
was much less, Thus $19 times the 195-day average 
time in hospital under the intensive rehabilitation 
program (six and a half months) equals $3,700 
cost for rehabilitation. The usual convalescent care 
at $9 for 1,260 days (three and a half years) costs 
$11,340. Thus the average savings per patient is 
about $7,640. From a purely budgetary standpoint 
this savings does not become apparent. The hos- 
pital’s budget does not drop; it rises, for it is carry- 
ing a more active program. However, this does not 
in any way alter the fact that for every patient 
discharged earlier because of an active program, 
thousands of dollars are saved. 

The third economic benefit is in the greater usage 
of hospital beds. It is obvious that shortening the 
period of hospitalization will allow more patients 
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TABLE 4.—Disposition of 85 Patients from the Intensive 
Rehabilitation Program 





Per 
No. Cent 


ADULTS 


1. Discharged to home 
Employed full-time 
Employed part-time ... 

PINGMNINIE Novis caches eit 
Receiving on-the-job training .... 2 
Discharged to housewife status.. 10 
Discharged to maintenance 

UI icasessisssteecccier eee Paces 4 





DN gran ence os usar eos wicca recs ioS cps cbt ce 47 68 


2. Transfer to convalescent wards 
Working on hospital grounds 
PINON be sicscacciyeseestes ccna 5 
Working on hospital grounds 
II ing vests vorscecselaess 
In school at hospital.................... 3 
Medically incapacitated ............ « 


ene a Are ng a 18 26 


PEER IRIN 2 2 eR 69 


CHILDREN 


Re 13 81 
2. Discharged to other institutions.................. 3 19 


i Raa Ee ee ec, 16 


to occupy a bed in a year. Because the demand for 
chronic beds is greater than the supply, either more 
will have to be built or a greater turnover will have 
to be accomplished, or perhaps both. With con- 
struction costs averaging $10,000 per bed, the in- 
creased cost of an active rehabilitation program 
over a convalescent program that requires more 
beds will again manifest economic sense. 

The job satisfaction and professional achieve- 
ments by the staff in the program have been con- 
tagious to all the personnel in the hospital. Coupling 
this with the social and economic benefits already 
outlined leads one to appreciate the feeling that an 
intensive rehabilitation program is an important 
function of a chronic disease hospital. 


Rancho Los Amigos Hospital, 13001 Paramount Blvd., Downey 
( Affeldt) . 
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Radiologic Diagnosis in Abdominal Trauma 


J. H. WOODRUFF, JR., M.D., and J. H. SIMONTON, M.D., Torrance 


Two HUNDRED AND SEVENTEEN patients with abdom- 
inal and retroperitoneal trauma, proved at operation 
or autopsy, have been seen in the operating rooms 
of the Los Angeles County Harbor General Hospital 
during the past 12 years. Both penetrating and non- 
penetrating trauma were included, surgical trauma 
excluded, 


In many cases roentgenographic examination was 
helpful in diagnosis, and serial studies gave addi- 
tional evidence at times. In some cases no abnor- 
malities were seen in x-ray films although serious 
injury was present. Almost one fourth of the pa- 
tients had more than one injury. At times the more 
serious hidden injury was overlooked because of 
preoccupation with lesser more obvious trauma. The 
necessary measures to stop hemorrhage, combat 
shock, and deal with similar emergencies were given 
precedence, but radiologic examination was carried 
out in 198 patients, usually soon after admission. 
The radiologic examination varied with the kind of 
injury and the kind of lesion suspected. The correla- 
tion of clinical and radiologic examination was 
essential. Sometimes the radiographic examination 
was done without moving the patient from the 
stretcher. 


Exposures as short as 1/20 second were em- 
ployed. A fine line stationary grid or a recipromatic 
wall-mounted Bucky grid was used to “clean up” 
secondary radiation. It was not necessary to exceed 
potentials of 100 kilovolt peak. The milliamperage 
varied from 20 with mobile equipment to 300 with 
stationary. 


A skillful experienced technician was a necessity 
for the efficient safe handling of patients with ab- 
dominal trauma. Specialized equipment was useless 
without such a technician. 


The radiologist was consulted before, during and 
after a number of these examinations. It would have 
been better had he been consulted in all. 


Table 1 shows the incidence by sites of lesions. 
The relatively low incidence of renal injuries is 
explained by the fact that the series here reported 
is made up of those proven at operation or autopsy, 
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e In a survey of its use in 198 cases of pene- 
trating and nonpenetrating abdominal trauma 
causing various kinds of lesions, roentgeno- 
graphic examination was found to be a consider- 
able .diagnostic aid. Consultation with a radiol- 
ogist before, during and after the examination 
would seem indicated. 

The general plan of examination included 
anteroposterior projections with the patient erect, 
recumbent and in the left lateral decubitus posi- 
tions, plus a posteroanterior film of the chest with 
the patient erect. Techniques varied with the con- 
dition of the patient and the nature of the lesion 
clinically suspected. Special procedures were 
done as dictated by the clinical and radiologic 
findings. Studies designed to demonstrate dis- 
placement of gastrointestinal and urinary organs 
should be made in anteroposterior and lateral 
projections. 

Factors that were important in determining 
the site of internal lesions from radiographic evi- 
dence were the site of associated fractures, 
reactive ileus, the position of foreign bodies, and 
by far the most important the roentgen abnor- 
malities caused by escaped gas, blood, other 
fluids or contrast media, which caused abnormal 
densities, displacements of organs and blurring 
or obliteration of outlines normally visible. 





TABLE 1.—Incidence of Penetrating and Nonpenetrating Trauma 





Site Nonpenetrating Penetrating Total 
SRN eter eae 49 7 56 
Abdominal wall ........................ 2 46 48 
Small intestine 8 26 34 
MO recta esaentoacial 14 14 28 
TRS, sco, 20 2 22 
BOG 8 12 7 19 
CONN cette 2 15 17 
SERIE 40 ote ee 1 15 16 
RRR sco ccnsesecasa acento 4 ll 15 
II osc erxesmctuascoees a 5 8 
Vascular structures .................. 3 4 7 
COTO iii asic, 0 2 2 

120 152 272 


whereas renal injuries were the most frequently 
diagnosed clinically. 


Types of Trauma 

Trauma was divided into two types, that which 
penetrates the abdominal wall, and that which does 
not. Stab wounds and gunshot wounds were the 
usual penetrating ones, and nonpenetrating trauma 
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included that received in motor vehicle accidents, 
falls, blows to the abdomen, and the like. The site 
of injury varied with the kind of trauma that caused 


it. (See Table 1.) 


Multiple Injuries 

Trauma to the liver, colon, diaphragm, stomach 
and small intestine was frequently associated with 
other injuries. More than one abdominal site was 
involved in about one fourth of the cases. 


Roentgen Findings 

Radiologic diagnosis in abdominal trauma is diffi- 
cult. Roentgen findings were studied under four 
headings: Fractures, reactive ileus, roentgen opaque 
foreign bodies, and last, but most important, find- 
ings associated with the escape of gas, blood, fluids 
or contrast media from normal locations. 

{| Fractures. The presence of fractures was a val- 
uable lead to the site of internal trauma. Anteropos- 
terior and oblique views were made for rib fractures, 
but these fractures were easily overlooked. Antero- 
posterior views were made for fractures of trans- 
verse processes and the pelvis. 

| Reactive ileus. Dilated gas-filled portions of the 
gastrointestinal tract roughly localized the sites of 
injury. Anteroposterior views recumbent, erect and 
in the lateral decubitus position were used for this 
purpose. 

{| Foreign bodies. Correlation of the position of 


roentgen-opaque foreign bodies with the site of the 
wound of entrance permitted an intelligent guess 
regarding the possible sites of injury. Anteropos- 
terior and lateral views were a minimum require- 
ment. 


{| Escape of gas, blood, fluids or contrast media. 
The findings produced by such phenomena were the 
most important in pointing to the site of trauma. 


Escaped Gas 


It was observed that the gaseous content of a 
hollow viscus usually escaped into the peritoneal 
cavity, less frequently into the retroperitoneal space. 
The stomach, colon and small intestine were the 
usual sources of traumatic pneumoperitoneum, Pen- 
etrating trauma to the abdominal wall resulted in 
pneumoperitoneum, even in the absence of perfora- 
tion of a hollow viscus. Retroperitoneal emphysema 
resulted from perforation of a hollow viscus on its 
posterior mesenteric attachment or from the rupture 
of a retroperitoneal portion of intestinal tract such 
as the second part of the duodenum. Rupture of the 
second part of the duodenum resulted in either 
pneumoperitoneum or retroperitoneal emphysema. 
These findings were often absent on initial films 
(as was previously reported by Jacobson and Car- 
ter®) but sometimes appeared on films made later. 
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Retroperitoneal emphysema was demonstrated 
with a siniple anteroposterior projection of the ab- 
domen. Pneumoperitoneum was demonstrated on 
such films by visualization of the walls of the intes- 
tinal tract. That this could be done was due to the 
contrast between the air in the lumen and that in the 
peritoneal cavity. The condition was often difficult 
to detect and one or more of the following projec- 
tions were usually required to demonstrate the pneu- 
moperitoneum: An anteroposterior or posteroan- 
terior film of the chest with the trunk erect; an 
anteroposterior or posteroanterior film of the ab- 
domen in erect position, showing the diaphragm; 
anteroposterior or posteroanterior projections in 
the right and left lateral decubitus positions; a 
translateral view particularly in Fowler’s position 
(i.e., the patient lies recumbent with the pelvis lower 
than the upper abdomen, the central ray being 
horizontal) . 


Escape of Blood or Fluid 


Escaping blood or fluid caused abnormal dens- 
ities, obscured normal shadows or displaced or 
encroached on normal structures, 


Abnormal densities 


The hemorrhage was sometimes confined by the 
capsule of an organ and was manifested as a local- 
ized bulge or as a general enlargement of the organ 
in question (spleen, kidney, liver). Intramural hem- 
atomata of the wall of the gastrointestinal tract (as 
reported by Felson?) may cause a filling defect in 
the barium filled duodenum. ; 

The hemorrhage was sometimes confined by nat- 
ural barriers, as by the splenic fossa or the retro- 
peritoneal area (particularly in injuries to the 
spleen and kidney). Radiologically it appeared at 
times as a diffuse density in the involved region. 
Perisplenic hematomata gave the appearance of a 
grossly enlarged organ with a fairly sharp outline. 

Hemoperitoneum was present particularly after 
splenic or hepatic trauma. Radiologically it caused 
a diffuse density, displaced the gas filled intestine 
from the flanks and separated the bowel loops. We 
found it difficult to consistently recognize even fairly 
large (500-1,500 cc.) accumulations of blood in the 
peritoneal cavity. Shifting densities, when both 
lateral decubitus films are made, helped occasion- 
ally. Traumatic pneumoperitoneum made it possible 
to recognize smaller accumulations in the peritoneal 
cavity. Birsner' recommended artificial pneumo- 
peritoneum to help in this regard. 

Infiltration of the gastrolienal ligament by hem- 
orrhage was said by Gershon-Cohen and co-workers‘ 
to be the cause of increased serrations of the greater 
curvature of the stomach as radiographically ob- 
served. This finding was more frequent in patients 
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with traumatized spleens, but was present in a con- 
siderable number of apparently normal subjects. 


The site of the visceral fracture has been recog- 
nized as an irregularity of the margin of an organ. 
Frimann-Dahl* noted this roentgenographic abnor- 
mality in laceration of the liver. Birsner! said that 
pneumoperitoneum helped in the demonstration of 
such a defect. 


Fluid-filled segments of the gastrointestinal tract 
produced confusing densities which sometimes 
simulated tumorous masses. Hematomata of the 
abdominal wall mimicked organ enlargement or en- 
capsulated intra-abdominal or retroperitoneal hema- 
tomata. 


Obliteration of outlines 


A listing of the structures that may be obscured 
by escaped fluids and the site of the injury per- 
mitting the extravasation follows: 

Psoas shadows—tretroperitoneal, renal and splenic 
trauma, 


Renal shadows—retroperitoneal, renal and splenic 
trauma, 


Splenic shadow (which, according to Wyman,?° 
can be seen in only 58 per cent of normal subjects) 
is frequently obscured by perisplenic hematomata. 


The liver margins may be obscured as a result of 
liver trauma, by retroperitoneal hematoma or gen- 
eral hemoperitoneum. 


Properitoneal fat lines may be dimmed or ob- 
scured by hemorrhage or exudate in the region. 


Displacements 


Natural air contrast was usually relied upon to 
demonstrate displacement of the gastrointestinal 
tract. Artificial air contrast can be provided by 
pneumoperitoneum, by insufflation of the gastroin- 
testinal tract or by presacral air injection. Barium 
studies may also be employed to outline the gastro- 
intestinal tract (Lowman and Davis*). Arterio- 
grams can be used to show vascular displacements. 
Such special studies were infrequently employed. 
Urinary tract displacements were shown by uro- 
grams, pyelograms and cystograms. Two views at 
right angles to each other were required for full 
appreciation of displacements in three dimensions. 
One or more of the following findings were found 
with hemorrhage into or about the following organs 
or regions: 


Liver enlargements. Elevated right diaphragm, 
right pleural effusion; compression atelectasis of 
the right base, depression of the hepatic flexure and 


displacement of the stomach and duodenal bulb to 
the left. 


Right retroperitoneal mass. Elevated right dia- 
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phragm, right pleural effusion, compression atelec- 
tasis of the right base, depression and anterior 
displacement of hepatic flexure may occur, the trans- 
verse colon may be elevated, the stomach, duodenal 
bulb and particularly the second portion of the 
duodenum may be displaced to the left, there may 
be scoliosis convexity toward the contralateral side, 
the kidney may be displaced superiorly, laterally, 
medially, inferiorly, or anteriorly depending on the 
location of the mass, and the ureter may show 
medial displacement. 


Masses in splenic fossa, Left diaphragm may be 
elevated, and there may be left pleural effusion, left 
basilar compression atelectasis, displacement to the 
right and intrinsic pressure defect of the greater 
curvature of the stomach, depression of the splenic 
flexure of the colon and, rarely, inferior displace- 
ment of the kidney. 


Masses in the left retroperitoneal area. Left dia- 
phragmatic elevation, compression atelectasis of the 
left lung base, left pleural effusion, anterior dis- 
placement and extrinsic pressure defect of the gas- 
tric pars media, elevation of transverse colon and 
lateral displacement of the descending colon, medial 
displacement of the ureter and renal displacement, 
the direction depending on the location of the mass 
(anterior displacement should be looked for). Scoli- 
osis with concavity toward the ipsilateral side may 
be noted. 


Bladder. Elevation and narrowing of the bladder 
shadow to produce a tear-drop shape. 


Contrast Studies 


The following uses of contrast studies were made: 


Bladder, Extravasation was demonstrated by cyst- 
ograms. Urograms were generally less reliable. 
Oblique as well as anteroposterior views should be 
made, and it was noted that an anteroposterior view 
after voiding sometimes disclosed conditions other- 
wise not demonstrated. 


Kidney. In some cases urograms demonstrated 
that urinary excretion was unilateral, or diminished 
or completely absent. Findings of displacement or 
compression of the pelvicalyceal structures, and 
sometimes extravasation of contrast substance out- 
side the pelvicalyceal system were shown. In some 
cases urograms taken demonstrated such extravasa- 
tion when it was not seen on the original films. 
Sometimes retrograde studies demonstrated extrav- 
asation not shown by urograms. 


Arteriograms. These studies should be used in 
selected cases only. Some physicians might con- 
sider them to be indicated for patients whose gen- 
eral condition is stabilized and in whom serious 
injury such as a ruptured spleen is suspected but 
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not diagnosed by other means. Many surgeons 
would prefer exploration in these circumstances. 
Post-traumatic renal hypertension would appear to 
be another indication.’ The findings would include 
extravasations from the arterial tree, vascular dis- 
placements,® vascular occlusions and avascular areas 
owing to thrombi, spasm or occlusion of arteries 
by extrinsic pressure.’ 


Department of Radiology, Harbor General Hospital, 1124 West 
Carson Street, Torrance ( Woodruff) . 
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Common Anorectal Complications in Pregnancy 


Methods of Management 


THERE IS SOME uncertainty among obstetricians, 
proctologists and others concerning the most effec- 
tive management of occasional pronounced anorectal 
complications that might affect the normal course 
of pregnancy. Many prefer to defer corrective treat- 
ment of the more severe phases of hemorrhoidal 
disease until the eighth to tenth postpartum week 
or even later, in the hope that a physiologic and 
anatomic resolution of the anorectal condition will 
occur in the interim, Treatment during pregnancy 
is usually limited to emergency care, consisting of 
palliation for symptomatic prolapsing internal hem- 
orrhoids, temporizing sclerosing injections for bleed- 
ing hemorrhoids, incision and expression of painful 
external anal thromboses and drainage for the rela- 
tively uncommon perianal abscess, In general the 
attending physician has a conservative attitude to- 
ward the treatment of the afflicted pregnant pa- 
tient.°»67 

In many pregnant women the first severe anorec- 
tal symptoms may be experienced during their first 
pregnancy or immediately following delivery.* The 
most common complication is symptomatic hem- 
orrhoidal disease. Anal fissure is infrequent. In- 
flammatory disease and abscess formation are also 
relatively rare during pregnancy. Subsequent preg- 
nancies tend to further the development of pre- 
existing vascular anorectal disease and to increase 
the disability and morbidity for the mother. In 
addition, there is an increased susceptibility to anal 
thrombosis, “strangulation” and ulceration. It is 
possible that a bolder approach might be advisable 
for more adequate care of the severely distressed 
patient, for the suffering from the anorectal condi- 
tion is often far greater than the discomfort of the 
pregnancy itself. 

Pregnancy and parturition are not the primary 
causes of true hemorrhoidal disease and anorectal 
complications seen during the childbearing period. 
The basic etiologic factor is an inherited defective 
venous hemorrhoidal bed. A careful history will in- 
variably bring out instances of familial hemor- 
rhoidal disease in most cases. Pregnancy, menstru- 
"From the Department of Surgery (Proctology), University of 
California School of Medicine, San Francisco 22. 
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LEWIS GRODSKY, M.D., San Francisco 


e The hormonal, anatomic and pelvic vascular 
changes of pregnancy have a profound effect on 
the anorectum, making hemorrhoidal disease the 
most common anorectal complication of preg- 
nancy. Anal infections such as fissures, abscesses 
and fistulas are relatively infrequent. 

Physiologic engorgement of the hemorrhoidal 
vessels during pregnancy is quite common, tran- 
sitory and requires only simple palliation. True 
symptomatic hemorrhoidal disease, however, is 
less common, more permanent and will usually 
need corrective treatment to prevent immediate 
complications and future aggravation. Serious 
rectal and colonic diagnostic problems demand 
endoscopic investigation regardless of the preg- 
nancy. 

Clinical experience and studies seem to indi- 
cate that extreme conservatism in the treatment 
of severe complicated hemorrhoidal disease dur- 
ing pregnancy appears to be unwarranted. After 
consultation and agreement, surgical treatment 
of severe, disabling, symptomatic hemorrhoids 
that are not responsive to palliation can be 
safely accomplished during the second trimester 
of pregnancy. Once true hemorrhoidal disease 
develops, correction should be done before a 
subsequent pregnancy to avoid later increased 
aggravation and morbidity. 


ation, strain, constipation and diarrhea merely act 
as trigger mechanisms to aggravate the pre-existing 
state. The physiologic and pelvic anatomic changes 
and the trauma incident to delivery will predispose 
the pregnant woman to further pelvic vascular dam- 
age and anorectal complications.1** 

As a general term for the hormonal, vascular and 
pelvic anatomic changes of pregnancy, which also 
serve to make the anorectum prone to breakdown, 
Pope used “the profound changes of pregnancy.”** 
These effects are shown predominantly in the pelvic 
vascular bed, making anal thrombosis and hemor- 
rhoidal disease relatively more common in pregnant 
than in non-pregnant young women. Fortunately, 
in most cases the anorectal changes caused by preg- 
nancy are usually minor, temporary and reversible. 
There is also a physiologic and anatomic regression 
in the anorectum in the majority of patients which 
coincides with the puerperal involution following 
delivery. These are the facts that have led to a gen- 
erally conservative and expectant approach in the 
treatment of pregnant patients with anorectal com- 


201 





plications. There is frequently a tendency to delay 
or to avoid surgical intervention even in the more 
severe symptomatic cases.’ It is, of course, axioma- 
tic that the mere presence of asymptomatic 
hemorrhoidal enlargement is never an indication 
for treatment. 

However, the effects of pregnancy on congen- 
itally weakened anorectal vascular tissues or on 
pre-existing hemorrhoidal disease are likely to be 
more profound and permanent. In such cases, ag- 
gravated vascular damage, permanent anorectal 
disability and considerable morbidity could de- 
velop during and following pregnancy. Corrective 
surgical treatment in the second trimester of preg- 
nancy or in the postpartum period may be necessary 
to reduce morbidity during parturition and to avoid 
reactivation in subsequent pregnancies.’? All pa- 
tients who have had severe hemorrhoidal symptoms 
in the third trimester which do not subside during 
the postpartum period should certainly have defini- 
tive surgical treatment before the next pregnancy. 

No exact clinical data are available concerning the 
actual incidence of true symptomatic hemorrhoidal 
disease in pregnancy. We are not considering as 
true hemorrhoidal disease the very common physi- 
ologic engorgement and dilatation of hemorrhoidal 
veins which is often exaggerated in the terminal 
phases of pregnancy. These effects are usually a 
temporary nuisance, do not affect the normal course 
of labor and present no particular problems in 
management. True external hemorrhoidal disease 
in pregnancy on the other hand, is shown by ex- 
ternal anal thrombosis, perianal hematomas or in- 
flamed external anal tags. If the symptoms are 
severe and palliative measures do not give adequate 
relief, total excision of the external hemorrhoid and 
clot under local anesthesia can be done safely at 
any stage of pregnancy. Simple incision and ex- 
pression of the thrombus is often inadequate and 
recurrence is common. 

Large, symptomatic, non-restorable, prolapsing 
internal hemorrhoids that have not responded to 
palliation and which are actively interfering with 
a smooth course of pregnancy should be excised 
during the second trimester under local or caudal 
anesthesia only after proctologic consultation and 
agreement.® Gerwig! expressed preference for con- 
tinuous caudal anesthesia and the Sims position for 
the operation. Corrective treatment may be neces- 
sary to avoid possible thrombosis, “strangulation” 
or ulceration in the final trimester or during labor 
when there could be added morbidity to the mother. 
Profusely bleeding internal hemorrhoids can be 
treated during pregnancy by phenol-oil sclerosing 
injections. 

The same hormonal, physiologic and anatomic 
changes that tend to promote a comparative increase 
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in hemorrhoidal breakdown also decrease the inci- 
dence of inflammatory anorectal disease in the 
pregnant woman.°*®? Anal fissure, cryptitis and pap- 
illitis are seen only occasionally in the first tri- 
mester of pregnancy: Symptomatic care and im- 
provement in bowel function are usually effective 
measures at this stage. The increase in vascular con- 
gestion and blood flow also makes anorectal abscess 
and fistula formation a rarity during pregnancy. 
If an abscess should occur, incision and drainage 
should be done without delay. Subsequent forma- 
tion of fistulas can be treated after the postpartum 
period. 

Colorectal polyps, malignant neoplasia and ul- 
cerative colitis are rarely present during pregnancy. 
These conditions are not altered by pregnancy and 
should always be treated on an individual basis.?* 
If a diagnostic problem exists concerning a serious 
rectal or colonic condition, a careful proctosig- 
moidoscopic study is safe and should not be omitted. 
Delay in diagnosing rectal polypoid disease or ma- 
lignant growth could result in an incurable lesion. 
Roentgenologic studies obviously should be de- 
ferred until after delivery except for extremely 
urgent conditions. 

In 1952 Marks and Thiele* made an interesting 
survey on the management of proctologic disorders 
in pregnant women. A questionnaire was sent to 
qualified obstetricians and proctologists concerning 
current management of these problems. There was 
unanimous agreement that asymptomatic hemor- 
rhoids should remain untreated. Sixty per cent of 
the obstetricians and proctologists who answered 
the questionnaire stated that surgical treatment for 
more severe hemorrhoidal diseases that did not 
respond to palliative measures could be safely per- 
formed during the second trimester of pregnancy. 
If the operation was postponed, the majority pre- 
ferred the eighth to tenth postpartum week for 
surgical intervention. One third of the obstetricians 
would permit definitive surgical treatment only be- 
tween pregnancies, although no instance of mis- 
carriage or premature labor was reported following 
hemorrhoidectomy done between the fourteenth and 
thirty-second week of pregnancy. Marks and Thiele 
found that 85 per cent of all parous women with 
anorectal disease had had their first severe symp- 
toms during the initial pregnancy or delivery. This 
complication became progressively worse during 
subsequent pregnancies. The investigators strongly 
advised prophylactic hemorrhoidectomy before a 
succeeding pregnancy whenever unresolved symp- 
tomatic disease had developed. 

Recently we questioned 300 consecutive obstetri- 
cal patients during a two-week period at the Uni- 
versity Outpatient Department to determine the 
number who had some form of anorectal discom- 
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fort. The women were in different months of preg- 
nancy and almost half were primipara, Twenty-five 
of the 300 patients interviewed had some symptoms 
directly attributable to hemorrhoids. Five of this 
group had symptoms which, while moderate, re- 
quired some palliative care for relief. One woman 
with severe anal distress had a large, hard, throm- 
botic external hemorrhoid and anal spasm—a con- 
dition indicating consideration of surgical treat- 
ment. 

I reviewed records of obstetrical patients who 
entered the University of California Hospital during 
a 20-year period, 1937 to 1957, to determine the 
incidence and type of common anorectal complica- 
tions during pregnancy and what form of treatment 
was employed. Approximately 22,380 obstetrical 
patients were delivered during this period. Only a 
relatively small number, 55 patients (or less than 
1 per cent), were catalogued in the cross-index file 
as having some form of significant symptomatic 
hemorrhoidal disease which required consideration 
and treatment. There were many more patients who 
had temporary physiologic changes or mild hem- 
orrhoids which required little or no treatment. 
These minor changes were quite common and were 
not considered to be important enough to warrant 
being recorded in the cross-index file. 

Most of the 55 patients catalogued as having 
hemorrhoidal disease had painful external hemor- 
rhoids, and in some cases thrombosis had developed. 
A few had prolapsed and bleeding internal hem- 
orrhoids. Symptoms usually were magnified during 
labor and in the immediate postpartum period. 
These patients were generally treated conservatively 
by means of compresses, anesthetic ointments, sup- 
positories and sedation. The response to palliation 
was good in the majority of cases, The few cases 
of external anal thromboses treated surgically were 
managed by simple incision and manual expression 
of the clots under local anesthesia. In one case 
there was immediate recurrence of the clot and ex- 
ternal hemorrhoidectomy was necessary. 

Twelve patients of the entire group had more 
advanced and complicated internal and external 
hemorrhoidal disease which actively interfered with 
the normal course of pregnancy. Proctologic con- 
sultation was requested for these patients after pal- 
liative measures failed and an agreement was 
reached for surgical treatment. A 30-year-old primi- 
para with severe internal and external hemorrhoidal 
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disease had a hemorrhoidectomy under spinal anes- 
thesia during the second month of pregnancy. A 
23-year-old primipara with acute thrombotic gan- 
grenous hemorrhoids was operated upon in the 
twentieth week of pregnancy. Spinal anesthesia was 
administered and the lithotomy position was used 
in this case. In both cases postoperative convales- 
cence was uneventful and the subsequent delivery 
was normal. Two other patients with severe and 
persistent symptoms had hemorrhoidectomy in the 
fourth and fifth months after delivery and experi- 
enced no further anorectal problems in subsequent 
pregnancies. These satisfactory results are in accord 
with my experiences with similar cases. 


Excision before the next pregnancy was recom- 
mended by the consultants in six other severe cases 
to prevent future aggravation and complications. 
This advice was not always accepted by the patient. 
Two of the patients received injection treatment for 
internal hemorrhoids after the postpartum period. 


No cases of anal fissure were listed in the entire 
group. Only two patients had perianal abscesses. In 
a 38-year-old multipara an anterior perianal abscess 
developed during the thirty-eighth week of preg- 
nancy. Treatment consisted of immediate incision 
and drainage under. local anesthesia, with excision 
of the primary opening. In a 20-year-old multipara 
an ischioanal abscess developed in the immediate 
postpartum period. The abscess ruptured spontane- 
ously and the resulting fistula was excised seven 
weeks postpartum, 
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Allergic Encephalomyelitis as an Experimental 
Model for Multiple Sclerosis 


ELIZABETH ROBOZ-EINSTEIN, Ph.D, San Francisco 


MULTIPLE SCLEROSIS is a steadily progressive neu- 
rological disease with occasional remissions and 
exacerbations. Neither its cause nor its cure is 
known. It is characterized by destruction of the 
myelin sheath with a relative preservation of the 
axon. Demyelinated glial patches, so-called plaques, 
are formed in the white matter throughout the cen- 
tral nervous system. An increase in the gamma 
globulin content of the cerebrospinal fluid without 
an active infectious process, an apparent sensitiza- 
tion to neural tissue believed by some investigators 
to be a basis for its etiopathogenesis,* a breakdown 
of the myelin lipids during the disease process—all 
these phenomena qualify multiple sclerosis as a 
basic immunobiochemical research problem. 

Multiple sclerosis cannot directly be transmitted 
from humans to animals; therefore allergic en- 
cephalomyelitis, which has certain common features 
with the human disease, is used as an experimental 
model. First discovered by Kabat and co-workers® 
in 1946, allergic encephalomyelitis can be produced 
by injection of brain and spinal cord with so-called 
Freund adjuvant. Monkeys receiving such injections 
became paralyzed and their brains showed demy- 
elinating lesions. 

It has been stated by some investigators that 
multiple sclerosis as it exists in humans has never 
been experimentally reproduced in animals.'!:1¢ 
Despite these objections we believe that allergic 
encephalomyelitis may be used as an experimental 
model because of its close relationship to multiple 
sclerosis.!° The most convincing argument was pre- 
sented by Uchimura and Shiraki.'* They compared 
the histological changes occurring in the brain of 
persons who died inadvertently as a result of anti- 
rabies vaccination, with similar changes in both 
multiple sclerosis and allergic encephalomyelitis. 
They contended that since the vaccine for antirabies 
treatment is prepared by the use of brain tissue, 
therefore its active ingredient could be the same as 
the one in allergic encephalomyelitis. They con- 
cluded that the similarities among these three con- 
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e Proteins isolated from bovine spinal cord ex- 
hibit encephalitogenic activity. One of these 
proteins, of collagen type, was found to be ho- 
mogeneous. This protein, however, is not con- 
sidered to be the main encephalitogenic agent; 
other proteins with different physicochemical 
characteristics were found to possess higher ac- 
tivity. 

The use of these proteins will make it possible 
to study the allergic nature of the experimental 
disease and may lead to disclosure of the under- 
lying mechanism of the pathological process not 
only in allergic encephalomyelitis but in multiple 
sclerosis. 


ditions are more striking and essential than the 
differences. 

An argument voiced against the close relationship 
among these three is based on the clinical features 
of the disease: Multiple sclerosis is a disease with 
exacerbation and remissions, whereas the conditions 
resulting from antirabies treatment and allergic 
encephalomyelitis are characterized by a single at- 
tack. This could be explained by the fact that the 
disease is the result of one injection in allergic 
encephalomyelitis, and of a number of injections 
in antirabies treatment; but we may assume that the 
hypothetical release of antigens from the neural 
tissue in multiple sclerosis is a continuous process. 

The problem is to determine which compound or 
compounds of the neural tissue cause the encephali- 
togenic activity. Three different kinds of prepara- 
tions were found to be active: (1) The ether-soluble 
lower phase of proteolipids;1* (2) proteins, among 
them a collagen-like compound,'**!3 and (3) a 
preparation obtained by petroleum ether extraction 
of the neural tissue.’° The latter was considered to 
be a lipid, but since the fresh tissue has a high water 
content, some of the proteins could have been ex- 
tracted with petroleum ether. 


Experimentation 


Experiments done in the present study were car- 
ried out on bovine spinal cord. It was found that the 
lipid-free residue has a higher activity than the 
organic solvent soluble portion."'* In the search 
for the allergic encephalomyelitic agent efforts were 
concentrated on this preparation. Soon it was found 
that all the active fractions contained protein as the 
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main constituent. The first preparations were made 
from bovine cord, using the lipid-free residue. From 
this a water extract was made by autoclaving the 
lipid-free residue under 15 lb. pressure for 8 hours 
and the extract fractionated with ammonium sul- 
fate and the fraction proven to be active further 
purified. The details of procedure have been de- 
scribed elsewhere.'* Ultracentrifugal and electro- 
phoretic measurements indicated that the protein 
is homogeneous. Investigations also included deter- 
mination of the isoelectric point, molecular weight 
and electron microscopic measurements.'? Amino 
acid analysis of the hydrolyzed protein revealed that 
the protein is of collagen type. The results obtained 
by physicochemical measurements revealed that this 
compound is very similar to collagen isolated from 
other tissues, presented in Table 1. 


It was found that the activity of this collagen ac- 
counts for most of the activity of the hot water 
extract of the bovine spinal cord.’ Although it pro- 
duced maximal disease in guinea pigs, it represents 
only a fraction of the total activity. 


Other procedures were employed for the extrac- 
tion, using potassium chloride and sodium citrate 
buffer of low pH. These resulted in very active 
preparations. 


The potassium chloride extract contains seven pro- 
teins, as established by paper electrophoretic tech- 


nique. The chromatographic procedure using diethyl 
aminocellulose exchanger with high adsorptive ca- 
pacity with a fraction collector is being adapted for 
the purposes of the research here reported. To date, 
only partial purification has been achieved. 


Activity Measurements 


The various proteins prepared from spinal cord 
have been tested on guinea pigs and evaluated by a 
scale set up by Alvord and Kies.‘ A disease index 
of 0-10, depending on the severity of the neurologi- 
cal and histological reaction, was assigned. Ten 
guinea pigs were used for each level of antigen 
tested. The average disease index was calculated for 
each group and plotted against the dose injected 
on a logarithmic scale. The maximum disease index 
was found to be around 8; a half maximum, 4 
(equal to 50 per cent of effective dose). A disease 
index of 4 was chosen as one unit of the activity 
and the specific activity expressed as units per milli- 
gram of dry weight. 


On the basis of this disease index scale, the spe- 
cific activity of the collagen was 40 units’ in com- 
parison with the lyophilized cord which showed a 
specific activity of 18. Much higher activity than in 
the collagen was found in our KCl and citrate ex- 
tracts* (see Table 2). The smallest quantity applied 
was .004 mg. of the KCl and .001 mg. of the citrate 
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TABLE 1.—Comparison of the Properties of Collagen from Bovine 
Spinal Cord with Collagen from Other Tissue. 


Some Properties of 


Collagen Collagen 
from from 
Bovine Other 
Cord Tissue 





Total nitrogen (per cent) 18.6 
Glycine—Hydroxyproline ratio in 

molar quantities : 6:2 
Mean residue weight ............... tae te 95.0 92.6-93.7 
Apparent minimal molecular weight.. 39077 
Ultracentrifuge measurement 

molecular weight 
Isoelectric point (calculated from 

mobility) 
Isoelectric point (precipitation with 

sodium dodecyl-sulphate) 
Hexose (grams per 100 gm.) 
Hexosamine (grams per 100 gm.)........ 3 
Carbohydrates identified Glucose 
Galactose 
Mannose 


Galactose 
Mannose 
Eucose 


TABLE 2.—Encephalitogenic Activity of Protein Fractions 
Prepared from Bovine Spinal Cord7,8,9 





Specific Activity 
Units per Mg., 


Preparation Tested Dry Weight 





Lyophilized cord 

Cord acetone powder 
Collagen-like protein 
KCl-extracted proteins 
Citrate-extracted proteins 


soluble preparations, These results indicated that 
the preparations are highly active. Since these pro- 
tein fractions are not yet homogeneous, we may 
expect that after further purification the activity 
will rise. 


DISCUSSION 


An attempt will be made to give a unified theory 
for allergic encephalomyelitis, for the condition re- 
sulting from antirabies treatment and for multiple 
sclerosis, based on the following considerations. It 
has been shown that proteins of the nerve tissue are 
encephalitogenic and that the disease is produced by 
injection of these proteins with killed tubercle ba- 
cilli containing adjuvant. Furthermore, since in the 
preparation of the antirabies vaccine, brain tissue 
is used, it can be assumed that the active compound 
here is the same as in allergic encephalomyelitis. 


If the underlying mechanism of the disease proc- 
ess in multiple sclerosis is similar to the conditions 
mentioned, then the following chain of events may 
take place: an infective agent (previous infections 
on subclinical level) enters through the blood brain 
barrier and combines with the protein of the brain. 
This modified protein becomes then antigenic and 
produces antibodies in the central nervous system. 
This particular reaction would not require the pres- 
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ence of a living organism; a residual cell component 
of a bacterium or of a virus may be sufficient. It 
has been reported that a single injection of a lipo- 
polysaccharide fraction of E. coli changed the 
permeability of the central nervous system vascula- 
ture.® There is, however, no proof yet that the action 
of the killed tubercle bacilli in the production of 
allergic encephalomyelitis is associated with an 
alteration of the blood brain barrier. But it is note- 
worthy that the activity of tubercle bacilli does 
reside in a compound which contains a high con- 
centration (45 per cent) of polysaccharide. Col- 
over’? reported that a chromatographically pure 
compound prepared from tubercle bacilli was active 
when used together with the protein preparations 
made by the methods herein described. Assuming 
that a similar polysaccharide from an earlier infec- 
tion remained in the human body and passed into 
the general circulation then through the blood brain 
barrier into the central nervous system and there 
combined with a particular protein of the brain and 
spinal cord, then this modified protein might act as 
a complete antigen, producing antibodies in the 
central nervous system. As a matter of fact, in both 
situations, in allergic encephalomyelitis and in mul- 
tiple sclerosis, the gamma globulin content of the 
cerebrospinal fluid is greatly increased. 

Autosensitization against the brain proteins, which 
are combined with exogenous substances, is offered 
then as the basis for the unified theory. 

It should be mentioned here that as early as 1937 
Ferraro® considered multiple sclerosis an infectious 
allergic reaction of the central nervous system. As 
recently as 1958 he reaffirmed this concept although 
admitting that he did not know under what bio- 
chemical or immunobiological circumstances the 
combination of an infectious or toxic agent and par- 
tial antigens occurs. 

Considerable progress has been made. Recent 
work in experimental encephalomyelitis has shown 
that the disease can be produced by substituting for 
whole tubercle bacilli and whole brain, purified frac- 
tions of tubercle bacilli and purified fractions of 
whole brain. With the use of a single homogeneous 
protein it may be possible to find out whether or not 
antibodies are directly related to the disease process. 

In view of the close relationship between allergic 
encephalomyelitis and multiple sclerosis, it seems 
supportable that allergic encephalomyelitis may 
serve as a laboratory model for multiple sclerosis. 

1090 Creston Road, Berkeley 8. 


REFERENCES 


1. Colover, J.: Experimental allergic encephalomyelitis 
and its immunochemistry, Proc. Royal Soc. Med., 51:745- 
747, 1958. 

2. Colover, J.: Experimental allergic encephalomyelitis 
induced with combined purified “spinal cord” and bacillary 
fractions, Nature, 182:105-106, 1958. 

3. Eckman, P. L., King, W. M., and Brunson, J. G.: 
Studies on the blood brain barrier, Am. J. Path., 34:631- 
643, 1958. 


4, Ferraro, A.: Studies on multiple sclerosis, J. Neuro- 
path. and Exper. Neur., 17 :278-297, 1958. 


5. Ferraro, A.: Primary demyelinating processes of the 
central nervous system; an attempt at unification and classi- 
fication, Arch. Neurol. and Psych., 37:1100-1160, 1937. 


6. Kabat, E. A., Wolf, A., and Beser, A. E.: Rapid pro- 
duction of acute disseminated encephalomyelitis in rhesus 
monkeys by injection of brain tissue with adjuvants, Science, 
104:362, 1946 

7. Kies, M. W., Alvord, E. C., and Roboz, E.: The aller- 
gic encephalomyelitic activity of a collagen-like compound 
from bovine spinal cord, II. J. Neurochem., 2:261-264, 1958. 


8. Kies, M. W., and Alvord, E. C.: Encephalogenic ac- 
tivity in guinea pigs of water soluble protein fractions of 
nervous tissue. Proc. Symp. Exper. Allerg. Enceph. and its 
relation to other diseases of man and animals. Thomas (in 
press). 


9. Kies, M. W., Alvord, E. C., and Roboz, E.: Production 
of experimental allergic encephalomyelitis in guinea pigs 
with fractions isolated from bovine spinal cord and killed 
tubercle bacilli, Nature, 182:105-106, 1958. 


10. Lipton, M. M.: Discussion of the encephalitogenic 
activity of various chemical fractions of CNS. Proc. Symp. 
Exp. Allerg. Enceph. and its relation to other diseases of 
man and animals. Chap. II. Thomas (in press). 


11. Lumsden, C. E.: Demyelinating disease, the present 
situation, Proc. Royal Soc. Med., 51:752, 1958. 


12. Mackenzie, M.: Physicochemical characterization of 
a compound isolated from bovine spinal cord, Naval Medical 
Research Institute Report N. M., 020600.02, 1958. 


13. Roboz, E., Henderson, N., and Kies, M. W.: A colla- 
gen-like compound isolated from bovine spinal cord, I. J. 
Neurochem., 2:254-260, 1958. 


14. Roboz, E., Kies, M. W., and Alvord, E, C.: Experi- 
mental allergic encephalomyelitic activity in a glycoprotein 
fraction of bovine spinal cord, Fed. Proc., 15:288, 1956. 


15. Roizin, L., and Kolb, L. C.: Neuropathologic rela- 
tionship of multiple sclerosis to experimental allergic en- 
cephalomyelitis. Third International Congress of Neuro- 
pathology, Brussels Excerpta Medica, page 11, July 1957. 

16. Schumacher, G. A.: Multiple sclerosis, J.A.M.A., 143: 
1059-1065, July 20, 1950; 1146-1154, July 29, 1950. Treat- 
ment of multiple cclerosis: aaa of drug therapy, J.A.M.A., 
143:1241-1250, Aug. 5, 1 

17. Uchimura, Y., = ee H.: Pathology of the 
demyelinating diseases. Third International Congress of 
Neuropathology, Brussels Excerpta Medica, page 3, July 

1957. 


18. Waksman, B. H., Porter, M. J., Adams, E. D., and 
Folch, J.: A study of the chemical nature of components 
of bovine white matter effective in producing allergic 
encephalomyelitis in rabbits, J. Exper. Med., 100:451-467, 
1954, 


CALIFORNIA MEDICINE 





Orbital and Periorbital Tumors 


Indications for Exenteration 


THE PRECIOUS GIFT of sight can be matched only by 
the gift of life itself. Unfortunately, in the treatment 
of tumors of the orbit and surrounding orbital tis- 
sues the decision for removal of the orbital contents 
often means choosing between the two. The delicate 
location of the orbit and its relation to surrounding 
structures enhance the difficulty of managing ma- 
lignant disease in this area. And likewise, the man- 
agement of malignant disease of adjacent structures, 
skin, nasal cavity and paranasal sinuses is made 
more difficult by their proximity to the orbit. Taken 
as a whole, therefore, treatment of tumors in this 
region raises perplexing problems relative not only 
to anatomy, pathology and physiology, but to one’s 
own philosophy as well. 

Specific therapy must await an accurate histologic 
diagnosis. This is not a great problem when dealing 
with tumors of the surrounding skin and eyelids, as 
biopsy in these instances is simple. Other locations, 
such as the ethmoid and antral sinuses or the orbit 
itself, require special techniques, often fairly major 
in themselves, to obtain tissue for diagnosis. Diffi- 
cult as this may be, one cannot proceed with defini- 
tive treatment without histologic study. 

The surgical approaches to the orbit for tissue 
specimens are well documented and need not be re- 
peated here. Total excisional biopsy of a tumor is 
preferrable and should be done wherever feasible. 
Frozen section analysis can be performed if our 
pathologist colleagues are willing to declare them- 
selves definitely with this method.” In general, since 
treatment may mean exenteration, it is best to have 
routine study of the fixed specimen. 

Roentgenograms of the orbital and nasal bones 
are of much help in determining whether the pri- 
mary site is within the orbit or in the periorbital 
structures.* Invasion into or extension beyond the 
confines of the orbital walls are early roentgeno- 
graphic signs of expanding tumors in this region, 
and much knowledge is obtained from roentgeno- 
grams concerning the nature of certain lacrymal 
gland tumors. The more “benign types” *—so-called 

*The term ‘“‘benign’’ is used reservedly. Many investigators believe 
that all primary epithelial tumors of the lacrymal gland are clinically 
malignant and the use of the term “benign” is misleading. Willis™ 
considers the distinction between adenomas, carcinomas and ‘mixed 
tumors” an artificial one. In this paper the term benign refers to 
those epithelial tumors at the very low end of the scale whose 


histologic appearance and clinical course suggest slow growth and 
little tendency toward invasion or metastasis. 
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e The anatomical location of the orbit, its rela- 
tionship to surrounding structures and the vital 
concern to preserve sight, create special prob- 
lems in the treatment of orbital and periorbital 
tumors. 


Specific diagnosis of orbital tumors can be 
made only by biopsy. Frozen section technique 
is very helpful when available. Roentgenographic 
visualization of the orbital bones is a valuable 
adjunctive method of determining the extent 
and type of tumor. 


The three most common forms of lacrymal 
gland tumors are benign “mixed tumors,” ade- 
noid cystic carcinomas (cylindromas), and ad- 
enocarcinomas. 


A method of therapy for the treatment of 
orbital and periorbital tumors is described and 
the indications for exenteration are discussed. 


“mixed tumors’—frequently show only an enlarged 
lacrymal fossa without bone invasion. In adenoid 
cystic types of carcinoma (cylindromas) bone in- 
vasion is usually present, while with adenocarci- 
nomas a more frank and widespread bone invasion 
occurs. 

Clinical signs of a lacrymal gland tumor should 
not be overlooked and awareness of the lacrymal 
gland as a site of tumor formation will enhance 
early diagnosis. Exophthalmos with displacement of 
the globe downward and toward the nose indicates 
a mass in the area of the lacrymal gland. Routine 
palpation of the orbit should be practiced. 


Histology 


There are three commonly encountered broad 
groups of tumors of the lacrymal gland: benign 
“mixed tumors,” adenoid cystic carcinomas or cy]l- 
indromas, and adenocarcinomas. Degrees of malig- 
nancy occur within each of these types, often making 
for a completely unpredictable clinical course. In 
general, however, the benign “mixed tumors” carry 
a far more favorable prognosis than the other two 
types, provided spillage and seeding, which result 
in multiple recurrences that are far more aggressive 
and malignant than the original tumor, are avoided 
at the time of initial removal. Other forms of malig- 
nant tumors are encountered: undifferentiated car- 
cinomas, squamous cell carcinomas,’ malignant 
mixed tumors,!° muco-epidermoid carcinomas, rhab- 
domyosarcomas, neuroblastomas and lymphomas 
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(Mikulicz syndrome). Tumors of the last three 
types would rarely arise within the lacrymal gland. 
The histologic types of cancer which involve the 
eyelids are predominantly basal or squamous cell 
types and, rarely, neurogenic tumors also are en- 
countered in this region. Paranasal sinus cancers in 
the region of the orbit are frequently anaplastic and 
preponderately of the epidermoid type. 


Method of Therapy 


If exenteration of the orbital contents were per- 
formed initially in the treatment of all tumors of 
this region it would be gross understatement to say 
that cure rates would be increased. However, the 
art in surgical treatment of cancer is to fit the oper- 
ation to the tumor. This implies that some cancers 
can be cured with conservative operation, some only 
by radical approach and some not at all. 

The Lacrymal Gland. In dealing with lacrymal 
gland tumors it is apparent from collected reviews* 
and personal experience that the large majority of 
cured patients are those whose tumors on histologic 
study were either “benign” or of “low grade ma- 
lignancy.” Cures of these patients have occurred 
with conservative operations, namely local removal 
of the gland and the encompassed tumor, if the 
removal has been accomplished without spillage or 
rupture of the tumor. This infers that the nonin- 
vasive, small, or early “mixed tumors” of the lacry- 
mal gland should be treated conservatively. Once 
the tumor has extended beyond its local confines and 
into the soft tissues of the orbit it presents a differ- 
ent problem, not alone because of the difficulty of 
removing it cleanly, but because the larger tumors 
may not be as uniformly benign histologically as 
they seem to be at first study.t This impression 
seemed to be conveyed in a study of salivary gland 
tumors, which are similar to those in the lacrymal 
gland but far more common. In addition to 
the histologic differentiation there is the anatomi- 
cal consideration of bone invasion which makes 
curative conservative therapy almost impossible. 

It seems logical, therefore, that exenteration of 
the orbit be recommended for the larger “benign” 
tumors. Giving added weight to this logic is the 
fact that the recurrence rate following conservative 
management is very high. As with salivary gland 
tumors, these recurrences are more malignant than 
the original tumor, and added risk to prognosis 
occurs with each recurrence, converting a relatively 
easily cured tumor into one which is cured with 
difficulty even by exenteration. 

The very poor survival rate of patients with 
frankly malignant, expanding tumors of the lacry- 
mal gland following conservative operation can 
speak only for a radical approach even initially. 


*References 2, 4, 6, 7, 8, 9. 


That exenteration will have to be performed eventu- 
ally appears inevitable, since all reports point to the 
uniformly high rate of recurrence. In these in- 
stances, too, recurrence only means lessened prog- 
nosis with deeper invasion toward vital structures 
necessitating bigger and more heroic operations. In 
final analysis, although individualization is best for 
each patient, one cannot escape the fact that in the 
very great majority of patients with malignant 
lacrymal gland tumors, exenteration must be done 
soon or late. Hence it would seem best as the initial 
procedure. 

Not all orbital tumors are best treated by surgical 
operation. Some are incurable from the start and 
the surgeon would do best to keep hands off. Ana- 
tomical barriers and widespread dissemination fre- 
quently preclude clean removal and such conditions 
would suggest other methods of therapy. Highly 
malignant, rapidly disseminating orbital rhab- 
domyosarcomas in children seem to fall into this 
category, although admittedly there is little to offer 
other than surgical treatment. Irradiation of orbital 
lymphomas, and of neuroblastomas too, if feasible, 
is to be preferred over surgical removal. Fortu- 
nately, tumors of this latter group are rare. 

The Eyelids. Cancer of the eyelids can become 
serious enough to require exenteration also. Subtle 
invasion of cancer into the bony ridge and along 
the floor of the orbit and medially toward the eth- 
moids and nasal bones will change a mild-appearing 
cancer into a clinical menace. Involvement of the 
area in the region of the inner canthus is an es- 
pecially serious sign and frequently denotes exten- 
sion beyond the orbit itself. When these signs occur, 
one is forced into radical operation, which at this 
stage is not always successful due to widespread 
bone involvement. Without exception, all such le- 
sions observed by the author started as small, 
innocent-appearing growths. Some of the patients 
received inadequate initial therapy, whether x-ray 
or surgical operation, and others wilfully neglected 
themselves. By the time exenteration was indicated 
they had reached the all-too-familiar stage of post- 
radiation, postsurgical cancer recurrence in a deli- 
cate region which requires ruthless sacrifice of 
diseased and normal structures to treat. In few other 
areas of the body is the necessity for early and 
thorough treatment of the small lesion so important. 
Only so can eventual ruthless dissection or loss of 
life be averted. 


Surgical Technique of Exenteration 


The accompanying drawings illustrate the tech- 
nique of wide removal of orbital contents and bony 
structures. The eyelids are sutured together, and 
biopsy is usually made through an incision in the 
outer third of the upper eyelid. Exploration also is 
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performed. Frozen section analysis of the specimen 
is made. (Figure 1.) 

A wide encircling incision is made around the 
orbit (Figure 1) and carried down to the perios- 
teum. The periosteum is incised and stripped from 
the underlying bone (Figure 2, steps 5, 5a and 5b). 
Use of the finger in stripping periosteum is helpful 
(Figure 3). A medium sized curved clamp is placed 
deeply within the orbit, just anterior to its apex, and 
across the muscles, nerves and vessels which then are 
divided above the clamp. The orbital contents are 


biopsy incision 
lacrimal gland with tumor growing out 
mvading all structures 
in orbit 


original incision sutured 
wide incision around orbit 


Figure 1.—Steps 1, 2, 3 and 4 in technique of surgical 
exenteration, beginning with suturing of eyelids together. 


stripping periosteum from orbit 


e or —— 
periosteum-~~ 


Figure 2.—Illustration of step 5 in wide removal of 
orbital contents and bony structure. 
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swept free and removed. The clamp may be re- 
leased momentarily and vessels individually re- 
clamped and ligated rather than applying a massive 
ligature to the whole stump. All redundant tissue is 
excised (Figure 3). Bony walls and sinus spaces 
are curetted and rongeured away, exposing dura if 
necessary (Figure 4), and leaving a clean, flat 
surface free of overhanging edges or pockets. A 
split thickness skin graft (about one half a Padgett 
dermatome) is placed over the orbital defect and 
sewn in place (Figure 5). A suitable pressure dress- 
ing is applied and is left unchanged for about six 
days. Early ambulation is practiced. Only routine 
care of the wound is needed and no special post- 
operative measures are necessary. 


DISCUSSION 


Data on cases which form the basis of this study 
are tabulated in Table 1. The cases have been 
grouped according to site of origin of the tumor. 


periosteum being stripped down 


orbital muscles transected 
with orbital contents. 


as seen from front with optic n. 
and bulb of eye removed. 


Figure 3.—Sixth step in technique of surgical exenteration. 


curetting ethmoidal sinuses 


Figure 4.—Technique for curettement of ethmoidal 
sinuses in orbital exenteration. 
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TABLE 1.—Clinical Summary of Patients with Exenteration 


Year 
Case Examined Sex Age Site Histology 


1 1950 F Lacrymal Ad. Ca. 
Gland 
Lacrymal 
Gland 
Lacrymal 
Gland 
Lacrymal 
Gland 
Lacrymal 
Gland 
Retro-orbit 
Retro-orbit 
Skin Nerve 
(Lids) 
Skin (Lids) 
Skin (Lids) 
Skin (Lids) 
Skin (Lids) 


1952 Cylindroma 
Ad. Ca. 


Ad. Ca. 


1956 
1957 
1953 Lymphosa 
1951 


1954 
1951 


Fibro SA. 
Neuroblastoma 
Neuro SA. 


Ba. Ca. 
Sq. Ca. 
Ba. Ca. 
Ba. Ca. 


9 1951 
10 1952 
11 1956 
12 1958 


In addition: 
43 patients with antral cancer—30 with orbital involvement. 
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5 patients with ethmoid cancer—3 with orbital involvement. 


skin graft 


defect completely closed 
with skin graft. 


Figure 5.—Method of skin graft closure of defect after 
wide exenteration. 


(For purpose of completeness, 48 patients with can- 
cer of the paranasal sinuses are listed separately in 
the table. Management of these tumors is not within 
the scope of this paper, but the relationship is to 
be mentioned because so high a proportion of pa- 
tients with paranasal sinus cancers required orbital 
exenteration in continuity with resection of the 
primary cancer site.) 


Despite the small number of patients in this 
series with lacrymal gland cancers, the data appears 


Recurrent 
Recurrent 
Recurrent 
Primary 

Primary 

Primary 

Recurrent 
Recurrent 
Recurrent 
Recurrent 


Recurrent 
Recurrent 


Status When 
Seen How Treated—First and Secondly 


Result 


Loc. Exc. N.E.D. 8 yr. 
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Abbreviations: 


N.E.D.—No evidence of disease. 
A.W.D.—Alive with disease. 
D.O.D.—Died of disease. 
O.D.—Operative death. 

Ba. Ca.—Basal cell cancer. 

Sq. Ca.—Squamous cell cancer. 
Ad. Ca.—Adenocarcinoma. 
SA.—Sarcoma 


Figure 6.—Postoperative view following orbital exen- 
teration for lacrymal gland cancer. Note extensive re- 
moval of bone and soft tissues covered by skin graft. 
Inferior opening is maxillary sinus, medial opening is 
nasopharynx and superior opening is sphenoid sinus. 
Eight-year survival. 


to follow a pattern identical with that of other re- 
ports. Points well illustrated are the inevitable 
recurrences following conservative management; 
the very extensive bone invasion which accompanies 
malignant tumors; the radiosensitivity but not 
radiocurability of the cylindromas; the surgical dan- 
gers of resecting posteriorly beyond the orbital 
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confines (one death 12 hours after operation) ; the 
widespread fatal dissemination of sarcomas and 
neuroblastomas in children; and the sometimes long 
survivals of patients with lymphomas (lymphosar- 
coma). The eight-year survival of one patient with 
an adenocarcinoma is due probably not only to the 
histologic category (low grade) but also to the very 
wide removal of all bony structures (Figure 6), 
which is an essential factor in managing all malig- 
nant tumors of the lacrymal gland. 


Irradiation as an adjunctive method of therapy 
should be utilized, not only in patients with tumors 
of the cylindroma type but also with other types as 
well. In one patient with an adenocarcinoma (Case 
3, Table 1) complete clinical regression followed 
radiation of a recurrent nodule deep in the posterior 
recesses of the orbital space. Radiation is not used 
routinely in the postoperative period, but is with- 
held until definite evidence of recurrence takes place. 


In reviewing the patients who had an exenteration 
for eyelid cancer, it is worth noting that even at 
such a late date in the course of the disease the 
procedure resulted in long freedom from disease 
in several cases. Since the initial tumor in these 
patients is almost always seen in a stage at which 
cure can reasonably be expected, one must conclude 
that treatment at that time should be extensive 
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enough to extirpate all the cancer. Here, too, the 
alternative would seem to be eventual exenteration 
of the orbit. 


450 Sutter Street, San Francisco 8. 
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Reserpine in Weight Reduction 


The Effect in Obese Patients on 1,000-Calorie Diets: A Controlled Study 


THE EFFECTIVENESS of d-amphetamine preparations 
as adjuvants to reducing diets has long been recog- 
nized; more recently hydrophilic substances (Cel- 
lothyl®) have been shown to be useful adjuvants as 
well.? Certain reports in the literature would appear 
to support a supposition that rauwolfia preparations 
tend to depress appetite, resulting in weight reduc- 
tion,®? or are useful when administered in conjunc- 
tion with reducing diets;* while other reports sup- 
port the opposite supposition—namely that rau- 
wolfia preparations induce overeating and weight 
gain.’? Because of this discrepancy, it was thought 
advisable to test the effect of a rauwolfia prepara- 
tion in a controlled experiment in combination with 
d-amphetamine, Cellothyl and a 1,000-calorie reduc- 
ing diet. 

Seventy-three patients (ambulatory Army per- 
sonnel and their dependents) with exogenous obes- 
ity were selected for the study. All patients were 
more than 15 pounds overweight and most were 30 
to 50 pounds overweight. The age range was be- 
tween 20 and 45 years. There were 42 males and 31 
females. All patients were placed on a 1,000-calorie 
reducing diet with approximately 70 grams of pro- 
tein a day. In conjunction with this, they were each 
given 5 mg. of d-amphetamine sulphate (Dexe- 
drine®) and 1 gm. of methyl cellulose (Cellothyl) 
30 minutes before each meal. All patients were given 
a prescription to be filled at our own pharmacy for 
“obesacil,” upon receipt of which the pharmacist 
gave alternate patients reserpine 0.25 mg. or pyri- 
benzamine 50 mg. to be taken twice a day. Records 
were thus kept by the pharmacist and prescriptions 
refilled from these records. The author had no ac- 
cess to these records until completion of the experi- 
ment and division of the patients into the three 
groups as shown in Table 1 had been completed. 
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e In a controlled study (the control group re- 
ceiving pyribenzamine) it was observed that 
reserpine, in the dosage used, had no effect on 
weight loss in patients receiving d-amphetamine 
sulphate (Dexedrine®) and methyl cellulose 
(Cellothyl®) while on 1,000-calorie diets as com- 
pared with the control group. 


There was no observable difference in subjec- 
tive feelings of the patients in the two groups. 


Reserpine had no effect on the length of time 
the patients remained on their diets. 


Pyribenzamine was chosen as the control drug be- 
cause the tablet was identical in appearance to that 
of reserpine preparation used, and for its sedative 
effect, which is similar to that of reserpine. This was 
deemed advisable since it has been reported that 
sedation in the form of high doses of barbiturates, 
when added to d-amphetamine in weight reduction 
regimens, tended to reduce the anorectic effect of 
the d-amphetamine.5 


After initial physical examination, blood cell 
count and an x-ray film of the chest, the patients 
were seen weekly, at which times the weight and 
blood pressure were recorded and the diets dis- 
cussed. The goals established were arbitrarily based 
on the weight the patients had while in high school, 
or, if then obese, on a suitable lean weight by stand- 
ard insurance tables. Any patients who did not get 
down to these weights were considered unsuccessful 
in attaining their goal, as were any patients who 
failed to lose weight consistently each week. 


RESULTS 


On direct questioning regarding side effects, no 
significant difference was noted between the experi- 
mental and the control groups. There was no altera- 
tion in blood pressure in either of the groups. Six of 


TABLE 1.—Division of Patients into Categories Based on Success or Failure in Weight Reduction 


GROUP 


I 
(Those — 


Reserpine-treated 


212 


NUMBER OF PATIENTS 


GROUP II 
(Those who did not 
reach goal, but lost 

over 10 pounds before 
quitting) 


GROUP III 
(Those who quit 
before losing 
10 pounds) 


8 ll 
14 9 
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the 73 patients were discarded from the data for the 
reason of transfer from the station before comple- 
tion of the study. Of the remaining 67 patients, 34 
were receiving reserpine and 33 pyribenzamine. 


Twenty-five of these patients successfully reached 
their respective goals, ten of them receiving pyri- 
benzamine and 15 reserpine. Twenty-two dropped 
out of the clinic before reaching their goals but lost 
more than ten pounds, eight receiving reserpine and 
14 pyribenzamine. The remaining 20 patients were 
considered completely unsuccessful in losing weight, 
dropping out before losing ten pounds. Eleven of 
them were receiving reserpine and nine pyribenza- 
mine. 

The mean weight loss of all patients (successful 
or unsuccessful) who were receiving reserpine was 
16.2+2.1* pounds as compared with 17.5+2.2 
pounds for the control group, an obviously insignifi- 
cant difference. When the 42 unsuccessful patients 
were considered as a group, the mean number of 
weeks before they dropped out of the study was 


*Standard error of the mean. 


3.9+0.7 for the reserpine group and 5.9+0.8 for 


the control group. This difference is not statistically 
significant. 


University of California Medical Center, San Francisco 22. 
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California Medical Association Medical Motion Pictures 


DAYTIME FILM SyMPosIUMS, like those that were so popular during the 1959 
Annual Session of the California Medical Association, are being planned for 
the 1960 meeting. Evening film programs will be planned for physicians, their 


wives, nurses and ancillary personnel. 


Authors wishing to show films should send their applications to Paul D. 
Foster, M.D., California Medical Association, 2975 Wilshire Boulevard, Los 
Angeles 5. All authors are urged to be present, as there will be time allotted 
for discussion and questions from the audience after each film. 

Tentative plans are being made for Symposiums in the following fields: 
Pediatrics, Diagnostic Features of Cancer, Emergencies in Medicine, Anesthesi- 
ology for General Use, New Advances in Medicine and New Methods in Surgery. 

Films that would fit into programs in one of these fields would be espe- 


cially appreciated. 
Deadline is October 31, 1959. 
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Appendicoileal Fistula 


PAUL A. MILDE,_M.D., and 
ROBERTSON WARD, M.D., San Francisco 


ONLY A FEW REPORTS have been published concern- 
ing internal appendicoileal fistulas that have oc- 
curred either with or without a previous, clinically 
recognized attack of appendicitis. One such case 
was recently reported, together with a review of the 
literature.” The present report adds another case and 
presents the additional finding of striking inflamma- 
tory pathologic changes in the appendiceal region 
in the absence of clinical or radiologic evidence of 
appendicitis. 


REPORT OF A CASE 


A 29-year-old, white, German-born man entered 
Children’s Hospital, San Francisco, on February 11, 
1958, for exploratory laparotomy. 


The onset of the present illness was indefinite, 
but it probably began in June, 1957, when the 
patient had mild, mid-abdominal, “pressure-like” 
pains, which usually occurred within an hour after 
eating but occasionally started at night. The pains 
were usually relieved completely by a bowel move- 
ment. These pains were unlike any other pain or 
symptoms of ulcer from which he had previously 
suffered. 


The patient had been treated conservatively for 
peptic ulcer, presumably duodenal, in 1950 and 
again in 1955, with good response on both occa- 
sions. The diagnosis had been in doubt both times 
despite roentgenologic evidence of ulcer. In Decem- 
ber, 1956, he had had one attack of severe, mid- 
abdominal colicky pain, accompanied by dizziness, 
perspiration and near-prostration. The pain lasted 
ten minutes, suddenly disappeared and did not 
recur. Results of physical examination of the ab- 
domen remained negative throughout the entire 
course of observation before the patient entered the 
hospital. 


When the patient was first seen by us, August 
8, 1957, roentgenograms were obtained which 
showed a normal colon. The duodenal bulb was 
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irregular, presumably because of previous ulcera- 
tion, but there was no evidence of present activity. 
Studies of the stool and gastric content were nega- 
tive for occult blood and the gastric analysis was 
within normal limits. The gallbladder showed nor- 
mal function. Because abdominal pain persisted 
after use of antispasmodics, another roentgenologic 
study was performed in August, 1957, which showed 
some dilatation and dysfunction of the duodenum. 
The lower part of the jejunum and ileum were con- 
sidered to be normal in caliber and appearance 
(Figure 1). After five hours a small amount of 
barium remained in the stomach and small bowel. 
The head of the column of barium reached the sig- 
moid colon. 


A tentative diagnosis of partial obstruction of 
the small bowel secondary to bands or adhesions 
was made. Abdominal exploration was not advised. 


In November, 1957, another gastrointestinal study 
was made which showed progression of the dila- 
tation and dysfunction of the small bowel when 
compared with the films taken in August, 1957. 
Operation was again not believed to be indicated. 
In January 1958, however, the abdominal pains 
began to increase in intensity and frequency and 
exploration was advised. 


When the patient entered the hospital, physical 
findings were within normal limits except for the 
abdomen. The abdomen was soft, without palpable 
organs; bowel sounds were normal and no masses 
were felt. In the mid-line and on both sides of the 
lower part of the abdomen, the patient noted ten- 
derness on deep palpation; he related this tender- 
ness to the crampy pains of which he complained. 


Operation was performed on February 12, 1958. 
Because we expected to find congenital bands ob- 
structing the upper jejunum, a high left rectus 
muscle-splitting incision was made. The duodenum 
and upper jejunum appeared slightly dilated and 
hypertrophied. The duodenal loop seemed fairly 
low on the ventral surface of the spinal column. 
No abnormalities were noted in the gallbladder or 
the pancreas. There were no bands compressing 
the small bowel. 


On manual exploration of the lower part of the 


- abdomen, many adhesions of the omentum to the 


right lower quadrant were found and freed. A large, 
extremely firm mass was then felt which filled the 
curve of the sacrum and the right lower quadrant. 
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Figure 1.—Preoperative roentgenogram obtained in 1957, Note the pronounced dilatation of the duodenum and 
proximal loops of jejunum and delay of passage of barium with stasis in the jejunum and proximal ileum. 


The incision was extended to the symphysis pubis 
for better exposure. Because of the extensive in- 
volvement of the terminal ileum, appendix, cecum 
and mesentery of the sigmoid colon and the presence 
of several enlarged mesenteric lymph nodes, it was 
felt that the lesion might be an invasive neoplastic 
growth. After further dissection it became apparent 
that the mass was predominantly if not entirely in- 
flammatory in nature (Figure 2). 


By use of the suction tip for blunt dissection the 
mass was freed from the pelvic wall, the hollow of 
the sacrum and the base of the sigmoid mesentery. 
Owing to dissection under negative pressure, no free 
pus was demonstrated and the peritoneal cavity was 
thus spared from possible gross contamination. The 
mass when fully mobilized was found to consist of 
cecum, retrocecal appendix and adherent, partially 
obstructed terminal ileum. The entire area was sur- 
rounded by indurated, chronically inflamed tissue. 


An immediate diagnostic section of a mesenteric 
lymph node was made and the pathologist reported 
hyperplastic changes rather than neoplasm. The en- 
tire lesion, consisting of cecum, appendix and termi- 
nal six to eight inches of ileum, was resected and 
an end-to-end anastomosis of the terminal ileum to 
the ascending colon was accomplished. The terminal 
ileum proximal to the obstructed area was only 
moderately dilated and hypertrophied. The hyper- 


trophy and dilatation were just sufficient to permit * 


an end-to-end anastomosis with the ascending colon 
with only slight angulation of the transected ileum. 
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Figure 2.—Semi-diagrammatic drawing of involved area 
found at operation. 


Penicillin and streptomycin were administered 
for a few days postoperatively. During convales- 
cence the patient had mild abdominal distention for 
a few days, which necessitated intravenous feedings 
and the use of a rectal tube. By the seventh post- 
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Figure 3.—Drawing made from photograph of specimen 
before it was opened. 


operative day, however, he was able to eat a soft, 
nonresidue diet and was free of pain. He was seen 
at intervals for a year after the operation. At the 
time of this report he was eating a normal diet and 
had regained all the weight he had lost during the 
illness. 


Pathologic Examination 


The pathologic diagnosis was: (1) Acute sup- 
purative appendicitis with perforation and abscess 
formation; (2) peri-appendiceal abscess with per- 
foration into the terminal ileum, causing partial 
intestinal obstruction. 

On pathologic examination the specimen was 
found to consist of cecum, appendix and terminal 
ileum (Figure 3). The inflamed appendix, which 
was retroflexed and extended inward and upward 
from the cecum, had perforated at the tip and an 
abscess had formed there which had then ruptured 
into the terminal ileum. The rupture had taken place 
close to the ileocecal valve. The induration and fi- 
brosis associated with the inflammatory reaction 
had narrowed the ileocecal valve to such a degree 
that it would barely admit a lead pencil. Figure 4 
was taken from a photograph made after the cecum 
and terminal ileum had been opened except for the 
narrowed area at the ileocecal valve. The forceps 
show how small the opening was between the ileum 
and cecum. The abscess cavity connected the tip 
of the appendix with the lumen of the ileum. 


DISCUSSION 


In 1957, Hurwitt and Lentino® reported the case 
of a patient with a 30-year history of appendiceal 
abscess. He was admitted to the hospital for diag- 
nosis of pain in the lower gastrointestinal tract. 
Roentgenograms showed an ileal-sigmoid fistula. At 
operation an appendiceal ileal fistula was also found. 
The surrounding, acutely inflamed tissues were re- 
placed by dense fibrous tissues. The authors pointed 
out that perforation of the appendix most commonly 
results in frank peritonitis or a localized abscess. 
They suggested that the abnormal retrocecal po- 
sition of the appendix may have fixed it in such a 
position secondary to inflammation that traction 
prevented closure of the fistula. 
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Figure 4.—Drawing made from photograph of specimen 
after it was opened to show constriction at ileocecal valve. 


In 1951, Keeley* found only three other refer- 
ences to this unusual disease process. He reported 
four additional cases that he believed were second- 
ary complications of acute appendicitis with per- 
foration. Two of these illustrated intermediate stages 
in which the abscess had not yet completely perfo- 
rated the ileal wall. In contrast to our experience, 
all of Keeley’s patients had histories and findings 
compatible with a diagnosis of acute appendicitis. 
In none of his cases was the presence of a fistula 
suspected. 

Despite careful postoperative questioning, no defi- 
nite history of appendicitis could ever be obtained 
from our patient. Unless it is assumed that his brief 
episode of severe pain in the right lower quadrant 
of the abdomen in December 1956 represented acute 
appendicitis with perforation, we cannot assign an 
accurate date for the onset of the initial disease. 
From the extensive pathologic findings it was evi- 
dent that perforation of the appendix had taken 
place several months before operation. In most of 
the reported cases the history was short; there was 
evidence of localized acute disease and the roent- 
genograms were either normal or suggestive of 
some nonspecific inflammation of the ileum. 

No discussion of this case would be complete 
without a review of the roentgenologic studies. 
Figure 1 shows the findings which suggested partial 
obstruction in the upper jejunal region. Almost all 
the abnormalities are present in the roentgenogram 
that may be produced by partial duodenal or upper 
jejunal obstruction resulting from congenital bands 
or acquired adhesions, inflammatory disease, neo- 
plasm or internal herniation; yet the point of ob- 
struction was far distal to the supposed localization. 
The roentgenograms showed duodenal dilatation, 
antiperistalsis, incomplete emptying of the duo- 
denum (not relieved by the knee-chest position), 
and slight jejunal dilatation. The ileum was of nor- 
mal caliber and there was no apparent delay in the 
passage of the barium. One must assume that the 
changes in the duodenum and jejunum were reflex 
in origin and that such changes could be produced 
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by partial obstruction anywhere in the small intes- 
tine. That these phenomena were reflex in origin is 
suggested by roentgenograms taken in 1959 (Fig- 
ure 5). The duodenum was still dilated and hyper- 
trophied but the contents of the bowel, instead of 
being delayed, were passed along at an excessively 
rapid rate. A lesson to be learned is the necessity 
for complete exploration when any of these obstruc- 
tive findings are demonstrated, regardless of the 
level at which the obstruction is thought to be. 

One might raise the question of regional ileitis 
with secondary appendicitis in view of the extensive 
pathologic lesion. It is pertinent that Ginzburg,' 
discussing a series of patients with fistulas second- 
ary to ileitis, pointed out that in cases of this type, 
whether or not fistulas are present, the appendix is 
almost never involved in the typical pathologic 
changes and that in this disease fistulas originate 
in the diseased portions of the small bowel. Further- 
more, in the case herein reported the pathologic 
changes were definitely not those of regional ileitis. 

In the cases so far reported no pattern of symp- 
toms can be seen, and in view of the rarity of these 
cases such a syndrome may not emerge. One should 
not be surprised, however, if such a lesion were 
found during an operation for what was thought to 
be an appendiceal abscess. In only one of all the 
cases reported in the literature, that reported by 
Shallow,* was there as long a history (30 years 
after a positive diagnosis of appendicitis) as there 
was in the present case. No cases have been de- 
scribed secondary to regional ileitis or to diseases 


other than acute appendicitis. 


SUMMARY 


A report of a case of internal appendicoileal 
fistula secondary to acute appendicitis is presented 
in which there was no history of acute appendicitis, 
and in which the striking operative findings were not 
expected on the basis of physical examination and 
roentgenologic studies. Because of the rarity of this 
disorder it can easily be misdiagnosed. 


University of California Medical Center, San Francisco 22 (Ward). 


VOL. 91, NO. 4 + OCTOBER 1959 


Figure 5.—Postoperative roentgenogram obtained in 
1959, showing persistent dilatation of the duodenum and 
proximal jejunum, but to a much lesser extent than be- 
fore. The passage of barium was unusually rapid and it 
reached the mid-ileum in 30 minutes. 
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Moving Day—To 693 Sutter 


BEFORE THIS MONTH IS OUT the California Medical 
Association will move its headquarters office. The 
new location, just two blocks from the present site, 
will be at 693 Sutter Street, San Francisco 2. 

This change in location has been dictated by the 
need of the Association for more office space than 
could be had in rented quarters. San Francisco 
has suffered from a lack of high quality office 
quarters for several years and the C.M.A. has been 
hemmed into space which is patently inadequate 
for its present needs. Additional space in the pres- 
ent office building is not available; sufficient space 
in other office buildings cannot be found. 


In these circumstances the opportunity to pur- 
chase a building in a good location came as a most 
welcome solution to the problem of space in which 
to carry on the Association’s activities. 


It is interesting to note, in passing, that the 
building now owned by the Association was ac- 
quired only nine years ago by another statewide 
membership organization—the California Teachers’ 
Association—and that it served its former owner 
well until it was outgrown. 

The two organizations have paralleled the incredi- 
ble growth of the State of California. Both have 
registered membership increases in large volume. 
Both have been faced with the need of expanding 
and complementing their services to their members. 
The teachers have now outgrown their old quarters 
and have built a new and larger structure. Their 
move makes it possible for the C.M.A. to acquire 
adequate space for its current operations and to 
provide additional space for expansion over the 
coming years. 

Members of the Association who have served in 
the House of Delegates in recent years have been 
aware of the constant increase in activities of the 
C.M.A. A revision in the By-Laws only a few years 
back established a system of commissions and com- 
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mittees to serve throughout each year in handling 
the multiplicity of problems confronting the Asso- 
ciation. With continued growth in membership, a 
growing general population in California, additional 
governmental programs which demand constant ob- 
servation and action, the C.M.A. has been forced 
to increase its staff, its activities—and its quarters. 

In the new location the Association will be able 
to provide suitable office space for its many activi- 
ties. It will at last have elbow room for a staff 
which must grow with the group. It will have room 
for a library of medico-economic-political material 
which will serve as a reference source for many 
activities and assist in planning for future needs 
and developments. 

At the outset the Association will occupy three 
floors and the basement of a six-story and basement 
building. The remaining space will be leased to 
suitable tenants, some of whom are already installed 
in their quarters. Care has been taken to select as 
tenants those in fields allied to the medical pro- 
fession and to eliminate the possible stigma of 
commercialism. As time goes on and the Associa- 
tion’s needs for space increase, some of the leased 
space will become available for C.M.A. offices. 
Meanwhile, this cushion of expansion room will 
provide a steady income which will help amortize 
the cost of the property. 

Financially, the new property is calculated to pay 
for itself over a period of years. Funds for the 
purchase have come through bank and mortgage 
borrowings which have not required the use of 
reserve funds in any appreciable measure. While 
the space cost to the Association will increase in 
the new and larger quarters, such an increase has 
been inevitable for some time and the degree of 
increase can be kept at a minimum under owner- 
ship of the property. 

Thus the California Medical Association enters 
into a new phase of its development. Historically, 
the C.M.A. was founded in 1856 in Sacramento, 
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operated for a few years until the start of the Civil 
War and became dormant for 11 years. In 1871 it 
picked up the remains of the original organization 
and some years later established an office in San 
Francisco. 

For a number of years the Association occupied 
space in the Butler Building, a San Francisco land- 
mark on Union Square which in recent years has 
been converted into an I. Magnin store. Before this 
change the C.M.A. moved into the 450 Sutter Build- 
ing as one of the earliest tenants while the structure 
was still in the final building stages in 1929. The 
present offices are right where they have been for 
the past 30 years but are several times larger today 
than in the earlier period of tenancy. 


More Than Provincial 


Mempers of the medical profession and of the Cali- 
fornia Medical Association share the pride of Stan- 
ford University in the opening of the new Stanford 
Medical Center of the university in Palo Alto. This 
demonstration of what can be accomplished by an 
independent institution warms the hearts of the 
friends of this university and those who believe in 
the importance of non-tax-supported organizations, 
institutions and medical schools. For those long as- 
sociated with the medical school in San Francisco 
it brings feelings of nostalgia which grip the heart, 
along with high hopes that in its new setting Stan- 
ford University School of Medicine will continue 
forward as a leading medical school of high degree. 


The resounding publicity given to virtually every 
detail of the new structures, the new equipment and 
the new curriculum indicates events that are of 
more than provincial importance. For the attention 
given singularly to Stanford for the moment is but 
a part of the growing admiration of the quality of 
medical teaching and research that is being done in 
all the five great medical schools in California. And 
the attention that has been brought to us in this way 
will serve to further enhance our ability to provide 
better and better medical training, which will re- 
flect ultimately in better medical care. 

Certainly there can be little added here to the 
prideful reporting done in the public press on the 
new medical center buildings, the research facilities, 
the cooperative effort between the university and 
the city of Palo Alto, the money contributed, the 
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By moving from the present offices the Associa- 
tion will leave a rather large gap in the 450 Sutter 
Building but the demand for office space by phy- 
sicians and dentists indicates that the floor area 
will be occupied by others in a short time. 

Moving day, especially from a home which has 
been occupied for a long time, brings some feelings 
of nostalgia. But a growing organization, like a 
growing family, demands more room in which to 
carry on its daily activities. 

Right now it is suggested that after October 21 
you change your own records to show the address 
of the California Medical Association at 693 Sutter 
Street, San Francisco 2, and the telephone number 
to PRospect 6-9400. 


money spent. What we can do is point to some of 
the possibilities for lasting benefits, widely enjoyed, 
that may be expected to flow from the growing 
recognition of our state’s burgeoning importance in 
medical research and teaching. 

The stature of medical teaching in this state is 
such that, more and more, we can expect to attract 
a good choice of the aptest of students, the ablest 
of faculty to teach them and the money to support 
research, 

It is probable that to medical educators and 
others interested in medical training, the innova- 
tions in medical school curriculum that begin this 
year at Stanford are of far more interest than the 
more widely reported data on new plant and equip- 
ment. The redesigned course for nascent physicians 
is shaped to permit the students to become more 
rounded persons through development of percep- 
tiveness and sensitivities in the humanities even as 
they take intensive training in medicine. It is grati- 
fying to note in this regard that whereas the news 
columns of the public press gave the greater share 
of attention to the material aspects of Stanford’s 
new medical school and teaching hospital, the in- 
terest of the writers on the editorial pages, whose 
job it is to interpret and to look ahead, seemed 
to turn more toward the changes in the concept of 
teaching medical students. 

As to the hospitals, the academic buildings and 
the equipment, they are facts and all those who 
helped bring them about are to be congratulated; 
as to the changes in medical schooling, they are 
wholesomely ambitious, hopeful and commendable. 





Council Meeting Minutes 


Tentative Draft: Minutes of the 451st Meeting of 
the Council, Ambassador Hotel, Los Angeles, 
August 8, 1959. 

The meeting was called to order by Chairman 
Lum in the Colonial Room of the Ambassador 
Hotel, Los Angeles, on Saturday, August 8, 1959, at 
9:30 a.m. 


Roll Call: 

Present were: President Reynolds, President- 
Elect Foster, Speaker Doyle, Secretary Hosmer, 
Editor Wilbur and Councilors MacLaggan, Wheeler, 
Todd, Quinn, O’Neill, Kirchner, O’Connor, Shaw, 
Gifford, Harrington, Davis, Sherman, Campbell, 
Lum, Bostick and Teall. 

A quorum present and acting. 

Present by invitation were Messrs. Clancy, 
Thomas, Whelan, Marvin, Edwards and Collins, Dr. 
Walter E. Batchelder and Mrs. Margaret Griffith of 
C.M.A. staff; Eugene Salisbury of the Public Health 
League of California, Messrs. Hassard and Huber, 
legal counsel; county executives Rosenow of Los 
Angeles, Bannister of Orange, Brayer of Riverside, 
Dochtermann of Sacramento, Donmyer of San Ber- 
nardino, Nute of San Diego, Neick of San Fran- 
cisco, Wood of San Mateo, Donovan of Santa Clara, 
Dermott of Sonoma and Monnich of San Joaquin; 
Dr. William Gardenier and Messrs. Richard Lyon 
and Wilson Wahlberg of C.P.S.; and Doctors Albert 
C. Daniels, Marshall Porter, John Rumsey, Francis 
J. Cox, Malcolm Merrill, Francis E. West, H. Dean 
Hoskins, William Todd, Bruce Jessup, H. L. Fou- 
cher, Donald Abbott, Ferrall H. Moore, Chester K. 
Barta, Dudley Cobb, John Keye and Benjamin 
Yellen. 

1. Minutes for Approval: 

On motion duly made and seconded, minutes of 
the 450th meeting of the Council held June 27, 1959, 
were approved. 

2. Membership: 

(a) A report of membership as of August 5, 

1959, was presented and ordered filed. 


(b) On motion duly made and seconded Dr. 
Ronald J. Macdonald of San Bernardino County 
was voted Retired Membership. 

(c) On motion duly made and seconded in each 
instance, seven applicants were voted Associate 
Membership. These were: Alfred Appelbaum, 
Orange County; Carlos E. Harrison, San Diego 
County; Donald Helgren, M. Silvija Hoag, San 
Francisco County; Jadwiga W. Selzer, San Mateo 
County; John T. Wilson, Jr., Santa Clara County, 
and Chin Hsin Gin, Tulare County. 

(d) On motion duly made and seconded, reduc- 
tions in dues were voted to four members because 
of illness or postgraduate study. 


3. Unfinished Business: 


Guides for members of the House of Delegates. 
On motion duly made and seconded, the Guides for 
the Members of the House of Delegates were ap- 
proved. 


4. Standing Rules for the Council: 


On motion duly made and seconded, Rule 8, 
relating to Finances, was approved as a part of the 
Rules for the Council. This reads as follows: 


“8. Non-budgeted Appropriations: 


“Before the Council votes on any proposal 
for the expenditure of funds in excess of, or not 
included in, the current year’s budget, the pro- 
posal (whether originating in a Committee or 
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MATTHEW N. HOSMER, M.D.. . . Secretary 
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Commission or Council motion) must be re- 
ferred to the Finance Committee for a written 
report. The Finance Committee’s report, if in 
favor of the requested appropriation, must 
specify the amount appropriated and the source 
of funds to be utilized. 


“By unanimous vote, the Council may direct 
the Finance Committee to submit its report at 
the same Council meeting at which a proposal 
is referred to it. Otherwise, the Finance Com- 
mittee should submit its report on any referred 
proposal at the next subsequent Council meet- 
ing.” 

5. Joint Council for the Improvement of Health 

Care of the Aged: 


Doctor Francis J. Cox reported on a meeting held 
with representatives of the dental profession and of 
hospitals and nursing homes. On motion duly made 
and seconded, it was voted that the Association 
should participate in the Joint Council representing 
these groups for the improvement of health care for 
the aged. 


On motion duly made and seconded, it was voted 
that the Committee on Nominations and the Presi- 
dent should make nominations of three members to 
serve on this Joint Council. 


6. Committee on Scientific Work: 


Dr. Albert C, Daniels, chairman of the Committee 
on Scientific Work, reported for the committee and 
requested that the Council authorize the staff to plan 
for annual sessions five years in advance. On motion 
duly made and seconded, this proposal was ap- 
proved. 


Discussion was held on the advisability of holding 
the annual session in April or in February as recom- 
mended by the Committee on Scientific Work. 

On motion duly made and seconded, it was voted 
to hold the initial session of the House of Dele- 
gates on Saturday evening, followed by a session on 
Sunday morning and a final session on Wednesday; 
this arrangement would be used on an experimental 
basis at the 1960 Annual Session and further con- 
sideration given to this arrangement following that 
session. 


7. Committee on Nominations: 


Councilor Bostick, chairman of the Committee on 
Nominations, reported that Dr. Edward C. Rosenow, 
Jr., had resigned as chairman of the Committee on 
Postgraduate Activities and a member of the Com- 
mission on Medical Education. His committee rec- 
ommended that Dr. Albert C. Daniels be appointed 
interim chairman of the Committee on Postgraduate 
Activities until a review of the entire field of con- 
tinuing medical education could be carried out. On 
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motion duly made and seconded, this recommenda- 
tion was approved. 


On motion duly made and seconded, it was voted 
that the Council Chairman should appoint an ad hoc 
committee of nine members to review the field of 
continuing medical education and make recommen- 
dations to the Council. A proposal to establish a 
budget of not more than $5,000 for this committee 
was referred to the Finance Committee for study and 
report. 


On motion duly made and seconded, Dr. Rosen- 
ow’s resignation was accepted with regret and the 
Council voted to extend best wishes to him in his 
forthcoming affiliation with another organization. 

(Dr. Lum announced that Dr. Thomas Brem had 
been appointed to succeed Dr. Rosenow as editor of 
Audio-Digest.) 

Dr. Bostick recommended that the name of the 
Committee on Civil Defense and Disaster be changed 
to become the Committee on Disaster Medicine. 
On motion duly made and seconded, it was voted to 
introduce an amendment to the By-Laws to effect 
this change. 

On motion duly made and seconded, it was voted 
to increase the Committee on Rehabilitation by two 
additional members. Doctors P. J. Salmon of San 
Mateo and Howell Wiggins of San Diego were ap- 
proved for these appointments. 

On motion duly made and seconded, Dr. Packard 
Thurber, Jr., was approved as a member of the 
Committee on Industrial Health to succeed the late 


Dr. A. C. Remington, Jr. 
8. Report of the President: 


Dr. Reynolds reported on the Portland confer- 
ence of the A.M.A. Committee on Prepaid Medical 
Care Plans and noted that California had been very 
well represented at the Conference. 

Dr. Reynolds also reported for the Committee for 
Emergency Action, which recommended that the 
dinner for the President scheduled at each Annual 
Session should honor in addition the President of 
the Woman’s Auxiliary and that the Auxiliary be 
allowed to invite guests to an invitation reception 
preceding this dinner. On motion duly made and 
seconded, this report was approved. 

Dr. Reynolds also presented several requests from 
the Woman’s Auxiliary for arrangements at the 
1960 Annual Session. 

Dr. Reynolds also presented and discussed the 
written report of the Committee for Emergency 
Action on the handling of the 1958 survey of the 
Relative Value Study. On motion duly made and 
seconded, this report, with amendments, was ap- 
proved. 

On motion duly made and seconded, it was voted 
that the Committee for Emergency Action, working 
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with the Committee on Fees, should develop an 
acceptable method of releasing information on the 
1958 survey of the Relative Value Study. 


9. Finance Committee: 


Chairman Heron of the Finance Committee pre- 
sented a written report recommending the following 
appropriation of funds: 

(a) Purchase of life insurance on the life of Dr. 
Walter E. Batchelder. 

(b) Payment of the expenses for association 
representatives at the Portland Conference of the 
A.M.A. Committee on Medical Care Plans. 

(c) Approval of an additional $4,000 to cover 
transportation expenses for added county society 
representatives at the Annual Conference of County 
Officers. 

(d) Approval of $4,000 to cover the costs of two 
school health conferences. 

(e) Approval of $800 additional to include Napa 
as one of the societies on a circuit course planned 
by the Committee on Postgraduate Activities. 

Dr. Heron also presented a report on the current 
and projected financial status of the Association, the 
Trustees of the C.M.A. and Physicians’ Benevolence 
Fund. 


10. Functions of Association Officers: 

Councilor Davis, chairman of an ad hoc com- 
mittee to review the functions and spheres of re- 
sponsibility of association officers, reported that 
the committee had met on three occasions and would 
hold additional meetings prior to bringing in a 
report. 


11. Commission on Medical Services: 


Councilor Sherman reported that the Liaison 
Committee to the State Department of Social Wel- 
fare had met on several occasions. The program 
for the needy aged, he reported, was showing some 
financial improvement; the programs for needy 
blind and needy children may require some reduc- 
tions in drug allowances in order to conserve funds. 

Dr: Sherman also requested authority for the 
committee to review cases in dispute where the 
local review committee might feel unable to act. 
On motion duly made and seconded, this authority 
was voted. 

At the request of the Board of Social Welfare, 
the committee requested authority to write to the 
county societies relative to the function of medical 
consultants in the counties. Dr. Sherman expressed 
the committee’s belief that the review of films, lab- 
oratory reports, etc., should be handled through 
the county societies rather than the welfare depart- 
ments. On motion duly made and seconded, the 
President was authorized to write to the county 
societies on this matter. 
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On motion duly made and seconded, approval 
was voted for letters to be sent to county societies 
urging their renewal of contracts with California 
Physicians’ Service for the handling of fiscal matters 
in public welfare cases. 

Dr. Ferrall Moore of San Mateo, representing the 
California Society of Internal Medicine, requested 
the Council to ask California Physicians’ Service to 
restore to its fee schedules covering public assist- 
ance and veterans’ programs item No. 029 (the fee 
for medical cases requiring extensive workup). On 
motion duly made and seconded, it was voted to 
refer this request to the Committee on Fees. 

Dr. Sherman reported that the Department of 
Social Welfare will issue regulations to pay for the 
following type help under the Aid to Totally Dis- 
abled program (A.B. 288) : (1) Physician home and 
office visits, (2) Nursing services, (3) Physical 
therapy, (4) Appliances and devices, and (5) 
Household rehabilitation equipment. The case limit 
on expenditures will be $300 per year, including 
medical diagnostic expense limited to $75 per year. 
The department has assured that the program will 
move into operation slowly and that budget allow- 
ances will be strictly observed. 


12. Governor’s Conference on Traffic Safety: 


Dr. Chester Barta, representing the Association on 
the advisory committee to the Governor’s Confer- 
ence on Traffic Safety, gave a progress report. The 
conference will be held in the late fall. 


13. Commission on Community Heath Services: 


Councilor MacLaggan asked authority for the 
Commission on Community Health Services to co- 
operate with the State Department of Public Health 
on matters of air pollution. Such authority was 
granted. 

Discussion was held on the medical provisions 
for the 1960 Olympic Games, to be held at Squaw 
Valley. On motion duly made and seconded, it was 
voted to appoint Councilor Davis to investigate the 
program and facilities for such medical care and 
to authorize him to call for assistance from other 
physicians. 


14. State Department of Public Health: 


Dr. Malcolm Merrill, Director of the State De- 
partment of Public Health, reported that a program 
for investigation of radiation was being set up 
under terms of new legislation. Also following new 
legislation, the department is developing standards 
for the control of automobile exhaust gases, is 
establishing a four-year pilot study of epilepsy and 
will review the present alcoholic rehabilitation pro- 
gram. 

Dr. Merrill reported that the incidence of polio- 
myelitis remains low but is about double the 1958 
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rate. A shortage of Salk vaccine may be encountered 
in some areas within the next month, he said. 

Announcement was made of the death of Dr. 
Frederic Kriete, administrative assistant to Dr. 
Merrill and, on motion duly made and seconded, it 
was voted to adjourn this meeting in his memory 
and to notify his family of the high regard in which 
he had been held by the Council. 


15. State Department of Mental Hygiene: 


Dr. Marshall Porter, deputy Director of Mental 
Hygiene, reported that the financing of facilities 
under the Short-Doyle program (outpatient mental 
health centers in communities or counties) re- 
mained on direct matching of county appropriations 
by the state. The program is progressing satisfac- 
torily, he said. 

The department’s building plans, Dr. Porter 
stated, call for the completion of one 1,000-bed 
hospital now under construction and no new hos- 
pitals planned for the 1961 fiscal year. Instead, the 
department plans to build “day hospitals” in which 
the patient will be cared for the breakfast-through- 
dinner hours and return to his own home for the 
night. 

16. California Physicians’ Service: 

Councilor Heron, reporting for C.P.S, stated that 
the C.M.A. would not be called upon to assist in 
the financing of the initial stages of the “MD-65” 
program. He also reported on the fact that C.P.S. 
has now existed for 20 years and that its subsidiary, 
California Physicians’ Insurance Corp., has been 
well received by some major groups of covered 
employees. The major programs of C.P.S. are cur- 
rently operating on a self-supporting basis, he said. 


17. Public Relations: 


Ed Clancy, director of public relations, reported 
on plans for President Louis M. Orr and President- 
Elect E. Vincent Askey, to appear at the C.M.A. 
1960 Annual Session and expressed the hope that a 
large number of members would welcome them. 
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18. Migratory Farm Workers: 


Dr. Ben Yellen of Imperial County appeared at 
his own request and expressed his views on the 
provision of medical care for migratory farm 
workers. 

Councilor Wheeler outlined the problems involved 
in furnishing medical care to migratory farm work- 
ers, both citizens and aliens. As to alien workers, 
he suggested that the county medical societies es- 
tablish “sick-call stations” and staff them on a ro- 
tating basis, that the Relative Value Studies at a 
reasonable coefficient be employed to establish fees 
and that the county societies use their review com- 
mittees to determine disputes. 

Dr. Bruce Jessup of Palo Alto reported on a meet- 
ing called by the Governor with representatives of 
several state departments. Councilor Davis read a 
resolution from the Santa Clara County Medical 
Society asking that this entire problem be inves- 
tigated. 

On motion duly made and seconded, it was voted 
to refer this matter to the Committee on Rural 
Health, with authority for the committee to call 
upon physicians or other consultants. 


19. Medical Warning Identification: 


Councilor Harrington presented a request from a 
member for moral support for an identification 
bracelet developed by him for the recording of dis- 
eases under treatment, allergic reactions or other 
conditions to be noted by physicians in the event 
of emergencies. It was agreed that the promotion 
of this form of identification would not be opposed 
by the Association. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 5:55 p.m. in the 
memory of Dr. Frederic Kriete. 


Donatp D. Lum, M.D., Chairman 
MatrtHew N. Hosmer, M.D., Secretary 





In Memoriam 


CiarK, JoHN Neat. Died in Vallejo, August 16, 1959, 
aged 47, of a cerebral hemorrhage. Graduate of University 
of California School of Medicine, Berkeley-San Francisco, 
1941. Licensed in California in 1941. Doctor Clark was an 
associate member of the Solano County Medical Society. 


+ 


Duccan, Henrietta. Died in San Francisco, August 7, 
1959, aged 78, of a coronary occlusion. Graduate of Uni- 
versity of California School of Medicine, Berkeley-San Fran- 
cisco, 1903. Licensed in California in 1916. Doctor Duggan 
was a retired member of the San Francisco Medical Society 
and the California Medical Association, and an associate 
member of the American Medical Association. 


+ 


Epcerton, MerLe Marron. Yellowstone Park area, Mon- 
tana, August 1959, aged 49. Doctor and Mrs. Edgerton were 
listed as missing and presumably dead after the Montana 
earthquake of August 18, 1959. Graduate of University of 
Southern California School of Medicine, Los Angeles, 1951. 
Licensed in California in 1951. Doctor Edgerton was a 
member of the Fresno County Medical Society. 


+ 


EcENOLF, GEORGE FRANKLIN. Died in La Paz, Baja Cali- 
fornia, August 21, 1959, aged 39, by drowning while skin- 
diving. Graduate of Stanford University School of Medicine, 
Stanford-San Francisco, 1945. Licensed in California in 
1946. Doctor Egenolf was a member of the San Diego 
County Medical Society. 


+ 


Jounson, CLARENCE ArTHUR. Died August 27, 1959, aged 
79. Graduate of Rush Medical College, Chicago, Illinois, 
1910. Licensed in California in 1913. Doctor Johnson was 
a member of the Los Angeles County Medical Association, 
a life member of the California Medical Association, and 
a member of the American Medical Association. 


Jones, JoHn Peacuey. Died May 15, 1959, aged 74. 
Graduate of the University of Virginia School of Medicine, 
Charlottesville, 1908. Licensed in California in 1914. Doctor 
Jones was a retired member of the Los Angeles County 
Medical Association and the California Medical Association 
and an associate member of the American Medical Asso- 
ciation. 


+ 


Mearns, Jack GREENE. Died in Palo Alto, August 27, 
1959, aged 57. Graduate of University of Illinois Cellege of 
Medicine, Chicago, 1931. Licensed in California in 1943. 
Doctor Mearns was a member of the Los Angeles County 
Medical Association. 


+ 


Movitt, Sotomon I. Died May 3, 1959, aged 80. Graduate 
of the University of St. Vladimira Faculty of Medicine, 
Kiev, Russia, 1900. Licensed in California in 1923. Doctor 
Movitt was a member of the Los Angeles County Medical 
Association. 


+ 


Paris, SterLiInc ArtHur. Died August 16, 1959, aged 42, 
by drowning. Graduate of University of Nebraska College 
of Medicine, Omaha, 1943. Licensed in California in 1948. 
Doctor Paris was a member of the Orange County Medical 
Association. 


+ 


Rosove, Leon. Died in Los Angeles, August 10, 1959, 
aged 54, of heart disease. Graduate of University of Cali- 
fornia School of Medicine, Berkeley-San Francisco, 1931. 
Licensed in California in 1931. Doctor Rosove was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Taytor, Georce Mosser. Died in Los Angeles, August 
31, 1959, aged 61, of heart disease. Graduate of College of 
Medical Evangelists, Loma Linda-Los Angeles, 1924. Li- 
censed in California in 1924. Doctor Taylor was a member 
of the Los Angeles County Medical Association. 
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APPLICATION Eighty-ninth Annual Session 


FOR HOUSING | CALIFORNIA MEDICAL ASSOCIATION 
ACCOMMODATIONS Los Angeles, California 


FOR YOUR CONVENIENCE in mak- FEBRUARY 21°24, 1960 


ing hotel reservations for the coming 
meeting of the California Medical 
Association, February 21*-24, 1960, HOTEL ROOM RATES*t 


Los Angeles, hotels and their rates are AMBASSADOR HOTEL Single Twin Beds Suites 
at the right. Use the form at the bot- seal 
3400 Wilshire Boulevard 


tom of this page, indicating your first Main Building 12.00-22.00  16.00-26.00 —-—-32.00-44.00 
and second choice. Because of the lim- Garden Studios 18.00-28.00 _22.00-32.00  44.00-58.00 
ited number of single rooms available, 
your chance of securing accommoda- 
tions of your choice will be better if 
your request calls for rooms to be 
occupied by two or more persons. THE GAYLORD HOTEL 

All requests for reservations must 3355 Wilshire Boulevard... 

give definite date and hour of 

arrival as well as definite date HOTEL CHANCELLOR 

and approximate hour of depar- 3191 West Seventh Street... 

ture; also names and addresses of 

all occupants of hotel rooms must Hemuals Seema House) 

be included. 2961 Wilshire Boulevard... 12.50-18.00 17.50-23.00 


CHAPMAN PARK HOTEL 


3405 Wilshire Boulevard 9.00-10.00 20.00 
Bungalows 25.00-40.00 


ALL RESERVATIONS MUST BE RECEIVED BEFORE: JANUARY 15, 1960 


*February 20: House of Delegates will start with evening meeting Saturday, February 20. 


{The above quoted rates are existing rates but are subject to any change which may be made in the future. 


CALIFORNIA MEDICAL ASSOCIATION 
693 Sutter Street 
San Francisco 2, California 


Please reserve the following accommodations for the 89th Annual Session of the California Medical Association, in Los Angeles 
February 21-24, 1960. (House of Delegates members: First meeting of House begins Saturday evening, February 20.) 


Single Room $ Twin-Bedded Room $ 
Small Suite $ Large Suite $ Other Type of Room $................--------+----- 
First Choice Hotel Second: Cleice: Motel... ncn eee 
seccssssss-s--..PxM. | Hotel reservations will be held until 
Psat: Ais secs P.M. 6:00 P.M., unless otherwise notified 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each twin- 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the 
rooms asked for: 
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PUBLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, State Department of Public Health 


THE California Board of Public Health has adopted 
certain revisions in the regulations affecting con- 
struction and operation of hospitals, nursing and 
convalescent homes, and related health facilities 
licensed by the State Department of Public Health. 

The changes were made to provide more specific 
requirements and to clarify the intent of existing 
requirements in relation to definition of hospital 
buildings, standards for nursing personnel and su- 
pervision, methods for disposal of infected waste 
materials, specifications for air conditioning and 
mechanical or electrical systems, meal service and 
other phases of operation and construction. 

These revised regulations are being printed and 
will soon be available through the Bureau of Hos- 
pitals, State Department of Public Health, 2151 
Berkeley Way, Berkeley 4. 


v 7 - 


California’s first community-wide in-service edu- 
cation program on control of hospital infections 
was held recently in Marysville. More than 200 
persons attended, representing hospital and health 
department administrative personnel, registered and 
public health nurses, orderlies, nurse’s aides, and 
hospital housekeeping and kitchen workers. 

Four consecutive weekly instruction sessions were 
held with selected practicing physicians and Dr. 
Leon M. Swift, the Sutter-Yuba County health offi- 
cer, participating as resource staff. Nursing direc- 
tors of the four area hospitals and the vocational 
nursing instructors of Yuba College were instru- 
mental in organizing the institute, which was aimed 
at controlling hospital acquired infections through 
improved nursing care practices. 


7 7 7 


The W. K. Kellogg Foundation has granted sup- 
port to the department for a five-year research 
project on public health administration. The grant 
will enable the department to set up machinery for 
applied research in the direction of better public 
health administration. 

Under study will be the financing of public health, 
community nursing services, the functions of vari- 
ous types of health personnel, the provision of 
public health services in areas with no health de- 
partments, more effective ways to conduct environ- 
mental health programs, and the components of 
prevention programs. 
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Dr. Arthur C. Hollister, Jr., has left his position 
as chief of the Bureau of Acute Communicable 
Diseases to become project director. The project 
will be carried on in the department’s new Division 
of Research, headed by Dr. Robert Dyar. Dr. Philip 
Condit is in temporary charge of the Bureau of 
Acute Communicable Diseases. 


7 7 7 


Of the hundreds of acts passed by the Legislature 
at its 1959 session, 43 related to the activities of 
this department. Several of these, cited here in cap- 
sule form, are of particular interest to California 
physicians: 

SB 194 provides for the creation of a Cancer 
Advisory Council in the department, and for the 
regulation and control of drugs, medicine, com- 
pounds and devices used in the diagnosis, treatment 
and cure of cancer. 


Another bill permits operators and employees of 
children’s boarding homes and day nurseries to 
have annual tuberculin skin tests (to be followed 
by an x-ray of the lungs only if positive) as an 
alternative to annual x-ray tests. 


SB 737 appropriated $32,000 for diagnosis and 
treatment of childhood nephrosis, thus adding this 
crippling condition to the crippled children’s pro- 
gram. The department’s Crippled Children Services 
also was authorized to conduct a study relative to 
the feasibility of extending the services provided 
to physically handicapped children by the state to 
children suffering from epilepsy, and to establish 
pilot projects. Appropriated was $34,965 to conduct 
the study, which terminates June 30, 1963, in the 
1959-60 fiscal year. 


AB 643 provides that dogs used for hunting, if 
they have been vaccinated for rabies in their county 
of residence, are not subject to the rabies vaccina- 
tion requirements of local ordinances outside of 
their county of residence. 


Another act makes it a misdemeanor for any 
person other than a licensed physician, surgeon, 
chiropractor or person practicing a licensed healing 
art, or any technician working under the direct and 
immediate supervision of such persons, to operate 
or maintain any x-ray, fluoroscope or other equip- 
ment employing roentgen rays, in the fitting of 
footwear or in viewing bones in the feet. 
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We Help Our Own 


“AS WIVES OF PHYSICIANS one of the greatest con- 
tributions we can make is to help take care of our 
own needy doctors, giving them a few comforts in 
their old age or tiding them over during a prolonged 
illness so that they may later resume active practice 
and economic independence. There are over one 
hundred physicians in need of aid at this time. They 
come from almost every county in the state. How- 
ever, the majority live in and about Los Angeles 
since there the climate is warmer and prices more 
reasonable than in some localities; hence it is easier 
to maintain an existence. These self-respecting phy- 
sicians who, through age, illness or other misfor- 
tunes, have become unable to provide the necessities 
of life for themselves and their dependents must now 
first ask for county charity or state aid, then from 
the small amount of money on hand in the Benevo- 
lence Fund supplemental aid is given by our State 
Medical Society for clothing, glasses, artificial limbs, 
wheelchairs, et cetera.” 


The above is taken from the November 1941 and 
October 1942 issues of Courier, the official publica- 
tion of the Woman’s Auxiliary to the California 
Medical Association. 


Today the Medical Benevolence Fund is known as 
Physicians’ Benevolence and is still a major project in 
our state auxiliary program, with most of the county 
auxiliaries participating. 

The Benevolence Fund was started in 1940, when Dr. 
Axel E. Anderson of Fresno secured passage by the House 
of Delegates of the C.M.A. of an amendment to the By- 
laws to provide that out of the annual dues of each active 
member the sum of at least one dollar be earmarked for 
benevolent purposes. At this time a Physicians’ Benevol- 
ence Committee was established, with Dr. Anderson as 
chairman, to administer the funds raised for benevolence. 
The fund was created with a $60,000 endowment as its 
goal, because of the steady growth of the medical popu- 
lation in California and monetary inflation, this original 
figure became entirely inadequate. 


In 1955 a corporation was formed to take over 
the Benevolence project and the Physicians’ Benev- 
olence Committee was disbanded. The California 
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Medical Association now makes its dues allocation 
payments direct to the corporation and the members 
of the C.M.A. Executive Committee and/or Auditing 
Committee comprise the Board of Directors of the 
corporation. An operating committee, with Dr. Ford 
P. Cady of Los Angeles as chairman, Doctors Eliza- 
beth Mason Hohl of Los Angeles, C. L. Boice of Palo 
Alto, Don C. Musser of San Francisco and George 
G. Wolf of Fresno administers the funds. Mr. John 
Hunton, Executive Secretary of the California Medi- 
cal Association, serves as executive secretary and 
handles all details, supervision of funds and other 
management functions. 


It is the responsibility of the county medical societies 
or the auxiliaries to bring to the attention of the C.M.A. 
committee any physician or physician’s family who is in 
need of aid. If a need for aid arises in your county, a 
letter to Mr. Hunton at the C.M.A. office will receive 
prompt attention. 

In addition to direct aid, Physicians’ Benevolence con- 
tributes $6,000 a year to assist in maintaining the Physi- 
cians Aid Home, sponsored by the Los Angeles County 
Physicians Aid Association and the Los Angeles County 
Medical Association. This home in Los Angeles provides 
sanitarium care for ill and needy physicians and serves 
as “home” where aged physicians and their families are 
provided with the care and comfort they need. Currently 
there are about thirty-five people living in the home. 
Some sixty-seven others in the area are being given assist- 
ance in their own homes, sanitariums and nursing homes. 
Only about 12 per cent of the Home’s funds comes from 
the Physicians’ Benevolence Fund. 


Last year there were seven recipients, located in 
various counties, receiving assistance from Physi- 
cians’ Benevolence for a total cost of $6,450. 


The money contributed by the county auxiliaries 
is sent to the Chairman of Physicians’ Benevolence 
of the State Auxiliary and at the end of the year the 
total amount is given to the C.M.A. This money is 
raised by dues, voluntary contributions, benefits, 
rummage sales and “in memorium” contributions. 
The auxiliary goal each year is at least one dollar 
per member as we continue to help our own. 


Mrs. THEODORE A. PosKA 


President, Woman’s Auxiliary to the 
California Medical Association 
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INFORMATION 


Physician Rights to 
Staff Membership 


TWO RELATED QUESTIONS sometimes raised amongst 
hospital administrators concern (a) whether license 
to practice medicine is the sole prerequisite to the 
right to membership on the staff of a public hospital, 
and (b) whether the hospital board has power to 
deny reappointment to a member of the staff on the 
ground of clinical incompetence or failure to abide 
by reasonable rules. 

The ruling of an Illinois court in a recent case is 
pertinent: 

Dr. Jack Dayan received his medical education at 
the University of Mexico City. He interned at St. 
Joseph’s Hospital in Kansas City, Missouri, took 
the Illinois medical examination in 1952, and was 
licensed to practice in that state. Commencing prac- 
tice in Wood River, Illinois, in 1952, he was ad- 
mitted as an associate member of the medical staff 
of Wood River Township Hospital—a tax-supported 
public hospital whose governing board is appointed 
by the county judge. 

Dr. Dayan reapplied for appointment to the, staff 
in 1956 as in previous years. His application was 
denied. He obtained a temporary injunction re- 
straining the hospital. board from denying him use 
of the facilities pending a hearing before the board. 

The hospital board required the medical staff to 
give reasons for its actions. Fourteen specific charges 
were made by the medical staff. The board gave 
notice of a hearing to Dr. Dayan and supplied him 
with a copy of the charges. Hearings were held and 
extensive testimony taken. Following the hearings, 
the board, by roll call, voted that 13 of the charges 
had been substantiated and continued to deny him 
appointment to the medical staff. 

Then, upon application by the board, the court 
dissolved the temporary injunction. 

Dr. Dayan appealed this decision. 

The opinion of the court did not recite the specific 
charges. However, the opinion did state that Dr. 
Dayan contended that the action of the hospital 
board in concluding that he did not “measure up 


Dayan vs. The Wood River Township Hospital, 152 N.E. (2d) 
205, 18 Ill. App. 2d 263 (1958). 


lo the necessary standard of professional compe- 
tence” was arbitrary and capricious and was 
motivated by professional jealousy and personal 
resentment. 

In answer to this contention, the court said it had 
reviewed the record of the. hearing and that Dr. 
Dayan had been given “the fullest latitude” to 
present his case to refute the charges. It recognized 
that portions of the adverse testimony were based 
on personal resentment and professional jealousy 
but that “there was also calm, objective appraisal 
of plaintiff's clinical record which found him want- 
ing.” 

Dr. Dayan also contended that by virtue of his 
appointment to the staff of a public hospital and his 
obtaining of a license to practice medicine from the 
state, he acquired a right or privilege which could 
not be taken away from him in punishment for 
violation of hospital rules. 

The court, in answer to this contention, made the 
following points: 

1. The licensing of a physician by the State of 
Illinois gives no absolute right to membership on 
the medical staff of a public hospital, The granting 
of the privilege of staff membership is vested by 
law in the hospital board acting in accordance with 
fair rules and regulations. Licensing by the state 
may be a prerequisite to staff membership. It is not 
the only condition. 

2. Since hospital boards have the right and duty 
to safeguard the interests of the institution and the 
public, they are vested with “regulated discretion” 
in the appointment and reappointment of doctors to 
the medical staff. They have the power to refuse 
membership on the grounds of clinical incompetence 
or failure to abide by reasonable rules, or both. 


The court observed that the proper functioning 
of a hospital depends upon the integrity and fair- 
ness of the active staff and that public interest dic- 
tates “this type of continuing supervision and 
control of the licensed practitioner.” 

“The suggested evils of the ‘oligarchy’ of the ac- 
tive staff,” the court said, “leave less to fear than the 
alternative prospect of potential public harm arising 
from unlimited access to hospital facilities by li- 
censed physicians without regard to clinical ability.” 

It is reassuring to have a court so cogently re- 
state the authority of the hospital board and medical 
staff in the matter of appointment to staff member- 
ship to be based upon the solid rock of right and 
duty to safeguard the interests of the institution and 
the public. When the public interest is protected, so 
too is the best interest of the medical profession. 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


Dr. DeWitt Boyd, formerly medical director for the 
Los Angeles City Health Department, has accepted appoint- 
ment as health officer for Kern County. He succeeds Dr. 
William C. Buss who resigned last spring but continued in 
the job until a replacement could be found. 

Dr. Boyd served as acting health officer of Kern County 
for almost a year in 1947-48 before entering the army. 


LOS ANGELES 


Dr. Leo Tepper recently succeeded Dr. DeWitt T. Boyd 
as medical director of the Los Angeles City Health Depart- 
ment. Dr. Tepper will have charge of the department’s 
communicable disease control, maternal, child health and 
laboratory divisions. 

Dr. Boyd resigned to become health officer of Kern 
County. 

Dr. Emmett Hightower, who has served the department 
as central district health officer for two years, was appointed 
to the newly created position of director of health services 


for the city. 
3K ok * 


Dr. Thomas H. Sternberg, UCLA Medical Center, 
and Dr. M. Digby Leigh, who is associated with the 
Children’s Hospital Society of Los Angeles, have been 
awarded grants in aid of research by the Squibb Institute 
for Medical Research. Dr. Sternberg’s study is in the field 
of dermatology and Dr. Leigh’s in pulmonary functions. 


* * * 


Dr. Roy F. Perkin of Alhambra and Dr. Donald W. 
Petit were elected president and first vice-president, respec- 
tively, of the Diabetes Association of Southern California 
at the organization’s annual meeting. 


MENDOCINO 


Dr. C. R. Kroeger, who organized the Mendocino 
County Department of Health in 1950 and served as health 
officer from then until 1957, when he resigned to recover 
from the effects of injuries received in an automobile acci- 
dent, now has returned to his former position. He succeeds 
Dr. C. Henry Murphy, who resigned to become a member 
of the staff of the California Department of Public Health. 


SAN FRANCISCO 


An arthritis evaluation center, partly supported by a 
grant of $93,412 from the National Foundation, is to be 
added to the present facilities at the University of California 
Medical Center in San Francisco for evaluation, treatment 
and rehabilitation of patients with arthritis, it was an- 
nounced recently. 

The program of which the new center is to be a part will 
carry forward clinical research and teaching. It will be 
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under the direction of Dr. Ephraim Engleman, associate 
clinical professor of medicine in the University of California 
School of Medicine. 


* * * 


Dr. Richard E. Brasher has been awarded a $5,000 fel- 
lowship in chest diseases established at the University of 
California School of Medicine by the San Francisco Tuber- 
culosis Association and the California Tuberculosis and 
Health Association. 


SAN DIEGO 


The 13th Annual Postgraduate Assembly, sponsored 
by the San Diego County General Hospital, will be held 
on Wednesday, November 4 and Thursday, November 5, 
1959, at the hospital. The Registrar is Dr. Walter Ballard, 
525 Hawthorn Street, San Diego. 


SANTA CLARA 


Two research fellows will spend a year at the Palo Alto 
Medical Research Foundation under training grants 
awarded by the National Institutes of Health of the U. S. 
Public Health Service. They are Dr. William D. McKee 
of Denver and Dr. F. Marin Nunez of Madrid, Spain. Both 
will work under the direction of Dr. Cutting B. Favour, 
head of the foundation’s Department of Immunology. Dr. 
McKee, a graduate of the Harvard Medical School, will 
undertake a study of delayed sensitivity in humans and 
animals and of how allergic sensitivities are transferred from 
one individual to another. Dr. Marin, a graduate of the 
University of Madrid School of Medicine and a member 
of the Spanish Society of Allergy, will commence with basic 
research concepts of immunology and allergy leading to 
a special project. 


GENERAL 


The Radiological Society of Southern California 
has elected the following officers for the year 1959-1960: 
Chairman, James B. Irwin, M.D., San Diego; vice-chairman, 
Robert B. Engle, M.D., Altadena; secretary-treasurer, Jo- 
seph F. Linsman, M.D., Beverly Hills. Other members of 
the board of directors are Harold Tompkins, M.D., and Leo 
Rigler, both of Los Angeles. 


38 * * 


The Julia Wolfsohn Prize Award which is given an- 
nually to a Stanford University Hospital intern in recogni- 
tion of outstanding work in internal medicine and neurology, 
was bestowed this year upon Dr. Phyllis Bailey. 


HOTEL ROOMS 


FOR 
C.M.A. ANNUAL SESSION 


The California Medical Association has no 
guarantee of sleeping rooms for the Annual 
Session in Los Angeles, February 21 to 24, 
unless reserved by January 15. 


Please use request form on page 225 





POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Two-Week Rehabilitation Nursing Workshop. Daily, 
October 19 through 30. Seventy-five hours. Fee: $25.00. 


Neuropathology. Tuesdays and Thursdays, October 22 
through December 10. Sixteen hours. Fee: $100.00. 


Aviation Medicine. Wednesday, Thursday and Friday, 
October 28, 29 and 30. Eighteen hours. Fee: $65.00. 


Photomicrography. Mondays, November 2 through De- 
cember 7. Twelve hours. Fee: $30.00 plus $2.00 for 
manual, 


Arthritis. Wednesday, November 11. Six hours. Fee: 
$20.00. 


Ear, Nose and Throat. Friday and Saturday, November 
13 and 14. Twelve hours, Fee: $60.00. 


Diarrhea. Friday and Saturday, November 20 and 21. 
Twelve hours. Fee: $40.00. 


Clinical Hematology. Friday and Saturday, December 
4 and 5. Twelve hours. Fee: $50.00. 


6th Annual Symposium for X-ray Technicians. Sat- 
urday and Sunday, December 5 and 6. Ten and a half 
hours. Fee: $15.00, includes Saturday lunch. 


Clinical Traineeships—Anesthesia and Dermatology. 
Dates by arrangement. Minimum period—two weeks. 
Fee: Two weeks, $150.00; four weeks, $250.00. 


Special Announcement: A Postgraduate Course in Mex- 
ico City, in cooperation with Universidad Nacional 
Autonoma de Mexico Escuela Nacional de Medicina, 
Mexico, D. F. Instructional Staff will be drawn from 
the staff of the U.C.L.A. School of Medicine and the 
staff of the Universidad Nacional Autonoma de Mexico 
Escuela Nacional de Medicina. The program will include 
lectures and presentation of Clinical Cases in: Anesthe- 
siology, Gastroenterology, Dermatology, Cardiology, Pe- 
diatrics and General Surgery. Wednesday, February 25 
through Saturday, March 5, 1960. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Newer Laboratory Techniques in Clinical Chemistry 
(Children’s Hospital). Tuesday evenings, October 20 
through November 17, Fee: $30.00. 


Psychotherapy in Medical Practice. Wednesdays, Oc- 
tober 21 through January 20, 11:00 a.m. to 5:00 p.m. 
Sixty hours. Fee: $25.00. 


230 


Use of Laboratory Methods in Office Practice. Thurs- 
day through Saturday, November 5 through 7. Twenty 
hours. Fee: $50.00. 


1lth Postgraduate Assembly in Endocrinology and 
Metabolism. Monday through Friday, November 9 
through 13. Thirty-five hours. Fee: $100.00, Residents 
$30.00. 


Gonio-Anatomy. Thursday through Saturday, November 
12 through 14. Eighteen hours. Fee: $70.00 ($50.00 for 
Thursday and Friday only). 


Adolescents (Children’s Hospital). Saturday, November 
14, Seven hours. Fee: $12.50, 


Annual Ophthalmology Conference. Wednesday 
through Saturday, December 2 through 5. Twenty-four 
hours.* 


Course for Physicians in General Practice. Monday 
through Friday, March 7 through 11. Thirty-five hours.* 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Fee: $350.00. 

Contact: Seymour M. Farber, M.D., Assistant Dean, De- 
partment of Continuing Medical Education, University 
of California Medical Center, San Francisco 22. MOnt- 
rose 4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday. Contact: 
D. H. Pischel, M.D., Professor, Division of Ophthalmol- 
ogy, Stanford University School of Medicine, 300 Pas- 
teur Drive, Palo Alto. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES : 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee. Tuition for all other 
physicians $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail, Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


The Doctor and the Family. Friday, October 16. Seven 
hours. Fee: $25.00. 


Alumni Homecoming Course. Recent Advances in 
Medicine. Thursday and Friday, November 5 and 6. 
Sixteen hours. Fee: $50.00. 


Advances in the Diagnosis and Treatment in Gas- 
troenterology. Friday through Sunday, January 15 
through 17. Twenty-one hours. Fee: $65.00. 


Bedside Cardiology. Thursdays, February 4 through 
April 21. Fee: $65.00. 


* Fees to be announced, 


tHours to be announced. 
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Dermatology Clinic, One-Day Symposium. Thursday, 
March 24.§ 


Funduscopy in Internal Medicine. Every other Tues- 
day, April 5 through May 31. Five 2-hour sessions.* 


Ward Walks in Rare Diseases. Thursdays, April 14 
through June 16.8 


Contact: Phil R. Manning, M.D., Associate Dean and 
Director, Postgraduate Division, University of Southern 
California School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


CLINICAL TRAINEESHIPS available in all clinical 
departments by arrangement with the Postgraduate Di- 
vision and the Chairman of the department or depart- 
ments involved. Eighty hours minimum. Fee: As ar- 
ranged. 


SPECIAL SKILLS available in the clinical departments, 


usually with a maximum of two or three students. 


Anesthesia. Monday through Friday. Date as arranged. 
Six months, Fee: $350. 


Surgical Anatomy: Thorax, Abdomen, Pelvis, January 
4 through April 13. 121 hours. Fee: $125.00. Head 
and Neck, April 20 through June 1, 63 hours. Fee: 
$75.00. 


Surgical Anatomy: Thorax, Abdomen, Pelvis, January 
6 through April 13. Twenty-eight hours. Fee: $50.00. 
Head and Neck, April 20 through June 1. Twenty- 
four hours. Fee: $35.00. 


ALUMNI POSTGRADUATE CONVENTION, held 
annually in cooperation with the Alumni Association 
of the School of Medicine. Refresher Courses, Sunday 
and Monday, February 28 and 29, at White Memorial 
Hospital, 1720 Brooklyn Avenue. Six hours each day. 
Fee: $20.00 each day. Scientific Assembly, Tuesday 
through Thursday, March 1 through 3, at the Ambassa- 
dor Hotel. Twenty-four hours. Fee: $15.00. Contact: 
Walter Crawford, executive secretary, 316 N. Bailey 
Street, Los Angeles 33, ANgelus 2-2173. 


TRAUMATOLOGY, a complete review including frac- 
tures and dislocations, soft tissue injuries, as well as 
complications involving the 3 cavities: Calvarium, 
thorax and abdomen. Limited to 15 candidates. In- 
cludes basic sciences, lectures, clinical demonstrations. 
Monday through Friday, November 9 through 13. Thirty- 
six hours. Fee: $100.00. 


TROPICAL PUBLIC HEALTH: Causes, treatment and 
management of diseases found in the warm climates. 
For physicians who plan to serve abroad and other an- 
cillary personnel. Monday through Friday, April 1 
through May 30. Fee: $65. 


JOINT MANIPULATION. Monday through Friday, 
8:00 to 12:00, dates to be arranged. Twenty hours. Fee: 
$75.00. 


For information contact: G. E. Norwood, M.D., assistant 
dean and chairman, Division of Postgraduate Medicine, 
College of Medical Evangelists, 1720 Brooklyn Ave., 
Los Angeles 33. ANgelus 9-7241, Ext, 214. 


§Fees and hours to be announced. 
*Fee to be announced. 
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Aupio-Dicest FounpaTIon, a nonprofit subsidiary of the 
C.M.A., offers (on a subscription basis) a series of six 
different hour-long tape recordings covering general 
practice, surgery, internal medicine, obstetrics and 
gynecology, pediatrics and anesthesiology. Designed to 
keep physicians posted on what is new and important 
in their respective fields, these programs survey current 
national and international literature of interest and con- 
tain selected highlights of on-the-spot recordings of 
national scientific meetings, panel discussions, sympo- 
sia, and individual lectures. For information contact 
Mr. Claron L. Oakley, Editor, 1919 Wilshire Blvd., Los 
Angeles 57, HUbbard 3-3451. 


Medical Dates Bulletin 


OCTOBER MEETINGS 


Paciric Coast OBSTETRICAL AND GYNECOLOGICAL SOCIETY. 
October 21 through 24. St. Francis Hotel, San Fran- 
cisco. Contact: Donald W. de Carle, M.D., chairman, 
2000 Van Ness Avenue, San Francisco. 


St. JupE Hosprrat PostcrapuaTeE AssEMBLY, St. Jude 
Hospital, Fullerton, October 29 and 30. Contact: B. L. 
Tesman, M.D., chairman, 1431 Fullerton Rd., Fullerton. 


NOVEMBER MEETINGS 


San Dieco County Hosprrau 13th Annual Postgraduate 
Assembly. November 4 and 5, 8:00 a.m., San Diego 
County Hospital. Contact: W. T. Nute, executive sec- 
retary, San Diego County Medical Society, 3427 Fourth 
Ave., San Diego 3. 


San Dieco AcADEMY OF GENERAL Practice. November 12 
through 14. Hotel Riviera, Las Vegas, Nevada. Contact: 
Harold Peterson, M.D., 5950 El Cajon Blvd., San 
Diego 15. 


Paciric Coast Fertiiry Society 8th Annual Meeting. 
November 12 through 15, Las Vegas, Nevada. Contact: 
Anah Wineberg, M.D., secretary, 3120 Webster Street, 
Oakland. 


CALIFORNIA SANATORIUM AsSsOcIATION Annual Meeting. 
November 14, 9:00 a.m., Santa Clara County Hospital, 
San Jose. Contact: Morton R. Manson, M.D., director, 
Thoracic Service, Santa Clara County Hospital, San 
Jose. 


AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLO- 
cists—District VIII Annual Meeting. Each morning, 
November 15 through 21. Royal Hawaiian Hotel, Hono- 
lulu. Contact: Harold K. Marshall, M.D., Secretary- 
Treasurer, District VIII, A.C.0.G., 202 Professional 
Building, Glendale. 


AMERICAN COLLEGE OF PuHysictANs Southern California 
Region Annual Basic Science Lectureship Dinner. No- 
vember 20, Biltmore Hotel, Los Angeles. Contact: 
George C. Griffith, M.D., Governor for Southern Cali- 
fornia, A.C.P., P. O. Box 25, 1200 North State Street, 
Los Angeles 33. 


AMERICAN ACADEMY FOR CEREBRAL Patsy Annual Meet- 
ing, November 30 through December 2, Statler Hotel, 
Los Angeles. Contact: Margaret H. Jones, M.D., local 
arrangements chairman, associate professor of pedi- 
atrics, UCLA School of Medicine, Los Angeles 24. 
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DECEMBER MEETINGS 


Memoriat Hospitat oF Lone Beacu Medical Staff 2nd 
Annual Scientific Symposium “New Horizons in Medi- 
cine,” to be held in conjunction with the formal open- 
ing of the new 400-bed Memorial Hospital of Long 
Beach. December 2nd. Contact: George X. Trimble, 
M.D., director of medical education, Seaside Memorial 
Hospital, 1401 Chestnut Avenue, Long Beach 13. 


AmerIcaN CoLLece or Cuest Puysicians Fifth Annual 
Postgraduate Course on Diseases of the Chest. December 
7 through 11, Ambassador Hotel, Los Angeles. Con- 
tact: Mr. Murray Kornfeld, Executive Director, 112 
East Chestnut St., Chicago 11, Ill. 


1960 MEETINGS 


Los ANcELEs County Heart Association Fourth Annual 
Midwinter Symposium. January 13, 9:00 a.m. Statler- 
Hilton Hotel. Contact: Walter S. Graf, M.D., Chairman, 
Professional Symposium Committee, Los Angeles 
County Heart Association, 660 So. Western Avenue, Los 
Angeles 5. 


Orance County Heart Association Annual Symposium 
on Heart Disease. January 23, 8:30 a.m. to 5:30 p.m. 
Gourmet Restaurant, Disneyland Hotel, Anaheim, Con- 
tact: Howard G. Buswell, Executive Director, P. O. 
Box 1704, Santa Ana, KImberly 7-5976. 


WesTERN ASSOCIATION OF PuysicIANs, January 27 
through 29. Carmel, California. Contact: Wade Vol- 
wiler, M.D., secretary, Department of Medicine, Uni- 
versity of Washington, Seattle 5. 


Fresno County Heart Association Central California 
Eighth Annual Physicians Symposium. January 29, 8:30 
a.m. to 5:30 p.m. Elks Club, Kings Canyon Road, 
Fresno. Contact: Max S. Millar, M.D., Chairman, Pro- 
fessional Services Committee, Fresno County Heart As- 
sociation, 329 No. Van Ness, Fresno 1. 


AMERICAN COLLEGE OF Puysicians Annual Southern Cali- 
fornia Regional Meeting. February 6 and 7. Hotel del 
Coronado, Coronado. Contact: George C. Griffith, M.D., 
Governor for Southern California, A.C.P., P. O. Box 25, 
1200 North State St., Los Angeles 33. 


CauirorNniA MEDICAL AssociATION Annual Meeting, Feb- 
ruary 21 through 24, Ambassador Hotel, Los Angeles. 
Contact: John Hunton, executive secretary, 450 Sutter 
Street, San Francisco 8; or Ed Clancy, director of Pub- 
lic Relations, 2975 Wilshire Blvd., Los Angeles 5. 


SOUTHWESTERN PepiaTric Society Spring Lecture Series, 
March 1 and 2, Statler Hotel, Los Angeles. Contact: 
Wendell Severy, M.D.,. program chairman, 11633 San 
Vicente Blvd., Los Angeles 49. 


SOUTHWESTERN SurcIcaL Concress. March 28 through 31, 
Riviera Hotel, Las Vegas, Nevada. Contact: Miss Mary 
O'Leary, executive secretary, 1213 Medical Arts Build- 
ing, Oklahoma City, Oklahoma. 


NeEuROsuRGICAL SocreTy OF America. March 30 through 
April 2, Del Monte Lodge, Del Monte. Contact: Ray- 
mond K. Thompson, M.D., secretary, 803 Cathedral 
Street, Baltimore 1. 


AMERICAN SociETY OF INTERNAL MepicineE. April 1 
through 3. Mark Hopkins Hotel, San Francisco. Con- 
tact: Mr. Robert L. Richards, executive director, 350 
Post Street, San Francisco 8. ma 


AMERICAN COLLEGE OF PuysiciANs Annual Meeting, April 
4 through 9. Mark Hopkins and Fairmont Hotels, San 
Francisco. Contact: E. R. Loveland, executive secretary, 
4200 Pine Street, Philadelphia 4. 


CauirorniA Mepicat Assistants AssociaTion Annual 
Convention. April 23 and 24, Claremont Hotel, Berkeley. 
Contact: Mrs. Anne Reece, President CMAA, 1837 So. 
Indiana St., Porterville, California. 


Hawau Mepicat Association Annual Meeting. April 28 
through May 1. Contact: Miss Lee McCaslin, executive 
secretary, 510 S. Beretania, Honolulu 13. 


Pan AMERICAN Mepicat Association Concress. May 2 
to 11. Mexico City. Contact: Joseph J. Eller, M.D., di- 
rector general, 745 Fifth Avenue, New York, N. Y. 


NATIONAL TUBERCULOSIS AssSOCIATION—AMERICAN TRU- 
DEAU Society Annual Meeting. May 16 through 19. 
Statler Hilton and Biltmore Hotels, Los Angeles. Con- 
tact: Mr. Sherman Asche, general chairman, Annual 
Meeting Committee, P. O. Box 4037, Santa Barbara. 


AMERICAN COLLEGE OF Nutrition 1960 Annual Conven- 
tion. May 20 through 22. Huntington Sheraton Hotel, 
Pasadena. Contact: Donald B. Haynie, executive sec- 
retary, 10651 West Pico Blvd., Los Angeles 64. 


Cauirornia Heart Association Annual Meeting and Sci- 
entific Session. May 23 through 25. Claremont Hotel, 
Berkeley. Contact: J. Keith Thwaites, executive director, 
1428 Bush Street, San Francisco 9. 


Pan-Paciric SurcicaL AssociaTION 8th Intensive Surgical 
Congress, embracing all Surgical Specialties. Septem- 
ber 28 through October 5. Honolulu, Hawaii. Contact: 
F, J. Pinkerton, M.D., director general, Suite 230, Alex- 
ander Young Building, Honolulu 13. 
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~ THE PHYSICIAN'S Cookshelf- 


CANCER—Diagnosis and Treatment—Edited by John 
B. Field, M.D., Ph.D., Assistant Clinical Professor of Med- 
icine, University of Southern California School of Medi- 
cine, Los Angeles, California; with 28 Contributors. Little, 
Brown & Company, Boston 6, 1959. 796 pages, $18.50. 


This volume represents an effort to cover the field of 
diagnosis and treatment of cancer in a comprehensive 
fashion. There are 20 chapters, 15 of which are devoted 
to cancer and allied diseases occurring in anatomical por- 
tions of the body and systems. There is an excellent chapter 
on the history of diagnosis and treatment of cancer con- 
cluding with a general summary of the problem as it con- 
fronts the physician of today. There are chapters dealing 
with Medical Care of the Patient, Cancer in Children, 
Chemotherapy and Radiotherapy. 

There are 28 contributors, including co-authors of the 
various chapters. These include the names of many who 
are distinguished in the cancer field. Among these are 
Slaughter, Taylor, Haagensen, Churchill, Ochsner, Rankin, 
Coley and others. 

The presentations are well balanced, on the whole. The 
standard procedures of diagnosis and treatment are de- 
lineated. In certain chapters the authors stress individual 
points of view which may not have general acceptance. 

The work adds nothing to the existing knowledge of 
cancer. It represents a compendium of current knowledge 
and presents much valuable information in a single volume. 
The bibliography is fairly extensive. 

It will serve as a useful, ready reference for those whose 
knowledge of the cancer field is not detailed. 


* * * 


TOTAL SURGICAL MANAGEMENT (Modern Surgical 
Monographs—Editor-in-Chief: I. S. Ravdin, M.D.; Con- 
sulting Editor: Richard H. Orr, M.D.).—James D. Hardy, 
M.S., M.D., F.A.C.S., Professor and Chairman, Depart- 
ment of Surgery, University of Mississippi Medical Cen- 
ter, Jackson, Mississippi. Grune & Stratton, New York, 
1959. 292 pages, $9.50. 


Many people are interested in the brief exposition of 
standard methods of pre-operative, and post-operative care. 
This short book summarizes the procedures suggested and 
employed in a large surgical service at Mississippi. There 
is little general discussion of the problems involved. It is 
didactic, cook book in style, short, and clearly written. It 
fails, however, to give the reader the type of understanding 
necessary for biological variations which occur in any pre- 
operative, operative, or postoperative state. 

For the value contained I would much prefer Dr. Hardy’s 
other excellent book on the Pathophysiology of Surgery. 
This book is for interns or house officers who wish to rap- 
idly learn a set of routine orders and methods which will 
enable them to give the patient care without understanding. 

As compared with other similar books on the market it is 
good, but the reviewer finds too little of value in the book 
to recommend it over the usual hospital outlines afforded 
by every good surgical service. 
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PATHOPHYSIOLOGY IN SURGERY—James D. Hardy, 
M.S. (Chem.), M.D., F.A.C.S., Professor and Chairman, 
Department of Surgery, and Director of Surgical Re- 
search, University of Mississippi Medical Center; Sur- 
geon-in-Chief, Hospital of the University of Mississippi; 
Chief Surgical Consultant, Jackson Veterans Hospital and 
Mississippi Tuberculosis Sanatorium, The Williams & 
poy Company, Baltimore, Maryland, 1958. 704 pages, 


This is the fourth or fifth book from the surgical pen of 
James Hardy, Professor of Surgery at the University of 
Mississippi. He is undoubtedly one of the most prolific 
authors on surgical principles today. He has a knack for 
synthesizing large amounts of knowledge into an under- 
standable body of usable information. His style is clear, 
comprehensible, and brief. His skills are, therefore, par- 
ticularly suited to a work on the pathophysiology of surgery. 

There are two general ways of looking at surgery. One 
is to regard it as a highly technical discipline in which the 
experienced operator should always know and be certain of 
what he is doing. This type of knowledge affords the com- 
petent surgeon a generous measure of success without the 
necessity of thinking, but it is essentially a static and retro- 
gressive approach to surgical advance. The other approach 
to surgery is to regard it as an ancillary therapeutic arm to 
medicine founded upen changing and advancing scientific 
principles. This approach requires a solid and basic under- 
standing of the nature of disease, is flexible and imagina- 
tive in its scope. Dr. Hardy’s book is an effort to impart the 
latter type of thinking and approach to the art of surgery. 

The book is well done, covers a broad variety of general 
surgical topics ranging from the usual burn, fluid and elec- 
trolyte problems to those of the complicated pathophysiology 
of the liver and adrenals. The material is well organized and 
nicely presented. The book should appeal to students, house 
physicians, and surgeons desiring a physiological approach 
to their discipline. It is heartily recommended by the re- 


viewer. 


in tere Ss Victor RicHarps 


SHAKESPEARE AND MEDICINE—by R. R. Simpson, 
M.B., Ch.B., F.R.C.S., F.R.C.S.Ed. E. & S. Livingstone 
Ltd., Edinburgh and London, 1959. Distributed in the 
United States by The Wiliams & Wilkins Co., Balti- 
more 2, Maryland. 267 pages, $6.00. 


One is surprised by the author’s statement in the intro- 
duction (p. 1) that very little has been written on medical 
allusions in Shakespeare’s plays. Be this as it may, Dr. 
Simpson has certainly done a thorough job. After a general 
discussion of Shakespeare’s knowledge of Elizabethan medi- 
cine there are systematic chapters on special phases of the 
subject such as Shakespeare on drugs and poisons, on 
wounds, on eyes, on pregnancy and many more. The ma- 
terial is richly documented with quotations but the whole 
subject is woven into a coordinated whole. The work seems 
— There are some interesting illustrations and an 
index. 

Artuur L, BLoomriezp, M.D. 
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THERAPEUTIC ELECTRICITY AND ULTRAVIOLET 
RADIATION—Volume IV of Physical Medicine Library— 
Edited by Sidney Licht, M.D., Honorary Member, British 
Association of Physical Medicine, Danish Society of 
Physical Medicine, and the French National Society of 
Physical Medicine. Elizabeth Licht, Publisher, 360 Foun- 
tain Street, New Haven, Connecticut, 1959. 373 pages, 
$10.00. 


This book is a continuation of the series of excellent books 
by the present editor for a Physical Medicine Library. The 
book is divided into two parts, “Therapeutic Electricity,” 
and “Ultraviolet Radiation.” By therapeutic electricity, the 
author includes clinical electrical stimulation, iontophoresis, 
and a chapter on “electro-sleep therapy,” by a Russian 
physician, Dr. Obrosow. 

The use of iontophoresis or “ion transfer,” is probably 
unknown to most physicians. This involves the use of elec- 
trical current to “drive in” therapeutic medicinal ions for 
certain conditions of local infection, skin disease, or anal- 
gesics. The chapter on electro-sleep therapy is an interesting 
one, but this method of treatment for psychiatric patients 
has been little used in this country and the particular 
chapter does not stimulate one to try its use. There is prob- 
ably the most extensive bibliography of any book on the 
above subjects but actually little new clinical information 
is given under the stimulation and iontophoresis chapters 
that cannot be found in any standard text on physical 
medicine. 

The section on ultraviolet radiation presents an excellent 
review in a very thorough fashion, but again, offers little 
which cannot be found in any other standard text on Physi- 
cal Medicine for the use of the clinician. It does list the 
most inclusive bibliography that this reviewer has ever seen 
on the subject. 

This book is an excellent reference text and should be 
placed in medical libraries but would not have much value 
for the average practicing physician other than those men 


who are physiatrists or otherwise involved in the practice 
of physical medicine. 


S. Matvern Dorinson, M.D. 


* * * 


A DOCTOR DISCUSSES THE MENOPAUSE—G. Lom- 
bard Kelly, A.B., B.S.Med., M.D., President Emeritus 
and formerly Professor of Anatomy, Medical College of 
Georgia, formerly Research Associate in Anatomy, Cornell 
University Medical School, member American Association 
of Anatomists; contributor to scientific journals in the 
fields of Physiology and Endocrinology. The Budlong 
Press, 5428 N. Virginia Avenue, Chicago 25, IIll., 1959. 90 
pages. Patient price: $1.50. 


This is a small paper-bound booklet of some 90 pages 
written expressly as an aid to the physician in explaining 
the facts and implications of the menopause to his women 
patients. The first six chapters are devoted to the anatomy 
and physiology of the organs involved and are brief and 
easily understandable. Surprisingly, there are several state- 
ments of supposed facts which are incorrect, such as that 
the right and left ovaries alternate in ovulating, and that 
sexual response is dependent upon the presence of the fe- 
male sex hormone, and the implication the deficiencies in 
sexual response can be remedied by administering hor- 
mones. However, these statements are of comparatively 
minor importance with respect to the overall presentation 
for lay consumption. 

Generally, the information and advice are sound and well 
expressed. There are chapters on the evils of self-medica- 
tion, good mental health, feminine hygiene, preservation of 
figure and good mental health, the early detection of genital 
cancer, and sexual and other adjustments that must be 
made at this time of life, and in old age. The advice regard- 
ing sex at and after the menopause is especially good. 
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The publishers state that they would be happy to send a 
desk copy to any physician who requests it, It is the opin- 
ion of your reviewer that this booklet could be used by 
physicians to great advantage on many occasions when deal- 
ing with menopausal patients because it is certainly true 
that much of the emotional upset and physical suffering 
seen at this time of life is based upon ignorance of the facts 
and their implications. 

Dante. G. Morton, M.D. 


* * * 


THE DOCTOR BUSINESS—Richard Carter. Publicity 
Department, Doubleday & Company, Inc., 575 Madison 
Avenue, New York 22, New York, 1958. 283 pages, $4.00. 


This book is a well-written and cleverly designed expo- 
sition of a point of view advocated principally by the more 
radical elements of our society. The author admits his 
prejudice against the American Medical Association and 
medical organizations in general and proceeds to belabor 
them whenever possible. He is an artist in quoting out of 
context and expanding a grain of truth into a wheat field 
of distortion. 

A portion of this tendency may arise from a lack of 
understanding but the pattern is so general that it is difficult 
to escape the conclusion that it represents intentional dis- 
tortion. The occasional complimentary reference to the 
American Medical Association or some other medical or- 
ganization has the appearance of an effort to establish an 
aura of objectivity. 

The jacket and Appendix E indicate that the author has 
engaged in “extensive research” into the economic aspects 
of medical care. His statements establish the process of 
retrospective research designed to support conclusions drawn 
in advance and not based upon the scientific method. 

The book is a compendium of the assaults upon and the 
arguments traditionally used against organized medicine. 
The arrogance of the author is surprising. 

This rehash of cliches, part truths, distortions and mis- 
representations adds little te our knowledge of the methods 
of those who would remodel the distribution of medical 
care according to their own ideas, regardless of the effect 
it might have upon the quality of that medical care. It has 
the value of having assembled in one volume substantially 
all the arguments which have been or could be used against 
the system which has produced the best medical care the 
world has ever known. 


* * * 


SCHIZOPHRENIA—An Integrated Approach — Edited 
by Alfred Auerback, M.D., Assistant Clinical Professor of 
Psychiatry, University of California School of Medicine, 
San Francisco; Speaker, Assembly of District Branches, 
American Psychiatric Association. The Ronald Press 
Company, 15 East 26th Street, New York 10, N. Y., 1959. 
224 pages, $5.50. 


This book consists of a collection of individual presenta- 
tions by outstanding men on one or another aspect of schizo- 
phrenia. There are chapters covering neurophysiological 
contributions to the understanding of schizophrenia, bio- 
chemical investigations in schizophrenia, psychological and 
sociological factors in schizophrenia, and various aspects of 
the treatment of schizophrenia. 

Schizophrenia still remains one of the greatest medical 
challenges today—and there is no pretense in this book of 
having the answers. Rather, the broad avenues of investiga- 
tion that characterize present-day research in schizophrenia 
are presented in a way that should be of interest to the 
members of the various disciplines who are studying this 
disease. 


N. Q. Britt, M.D. 
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SQUINT AND ALLIED CONDITIONS—George P. 
Guibor, M.D., D.D.S., Fellow, American Academy of 
Ophthalmology, American Academy of Celebral Palsy, 
American Academy of Neurology; Associate Attending 
Ophthalmologist, Children’s Memorial Hospital and St. 
Luke’s Presbyterian Hospital, Chicago. Grune & Stratton, 
New York, 1959. 356 pages, $11.50. 


-This book presents the author’s rather personalized views, 
much of it in a conversational manner, based upon his own 
considerable experience managing patients with squint. 

One finds here a full discussion of the prolonged use of 
atropine, and the utilization of prisms in the management 
of strabismus, which the author has long championed. 

The section on objective examination, particularly with 
reference to the cover test procedures, is excellent. 

The section on sensory anomalies leaves something to be 
desired. The discussion of motor anomalies is, in large part, 
based on neuro-ophthalmological cases, because of the au- 
thor’s large experience with spastics. 

This book consolidates the author’s views, heretofore 
found in many separate publications, and so long as the 
reader is cognizant that these views are not universally ex- 
cepted, it offers some fruitful pearls, and interesting reading. 


ArtTHUR Jampotsky, M.D. 
* * K 


ADVANCES IN PSYCHIATRY—Recent Developments 
in Interpersonal Relations—Edited and with an Introduc- 
tion by Mabel Blake Cohen, M.D. W. W. Norton & Com- 
pany, Inc., 101 Poplar Street, Scranton 9, Pa., 1959. 314 
pages, $4.95. 


The book consists of a collection of some of the outstand- 
ing articles which appeared in the journal Psychiatry in the 
last 20 years. It emphasizes the recent contributions of the 
social sciences to psychiatry, particularly the concept of in- 
teraction between people and its relationship to individual 
drives, motivations, and conflicts as initially formulated by 
H. S. Sullivan. The emphasis is more on ego psychology 
than on unconscious libidinal forces in personality develop- 
ment and emotional disorders. 

The book, in the words of the editor, begins with a section 
on values and philosophy including some consideration of 
problems of psychiatric research. It then considers a variety 
of aspects of psychiatry and culture, including some dis- 
cussion of the psychiatric and social problems of the mental 
hospital, and of the ways in which the attitudes of our 
culture toward mental illness complicate the rehabilitation 
of those who are or have been ill. A special section is de- 
voted to schizophrenia and another to the practical and 
theoretical aspects of therapy. 

The approach ‘is an eclectic one and will be of interest 
to physicians and social scientists interested in the problem 
of mental illness. 


Norman Q. Britt, M.D. 


* * * 


THE NATURE OF RETIREMENT—Elon H. Moore, 
Ph.D., Late Professor of Sociology and Head of the De- 
partment of Sociology, University of Oregon, Eugene; 
Edited by Gordon F. Streib, Ph.D., Professor of Sociology 
and Director, Study of Occupational Retirement, Cornell 
University, Ithaca. The Macmillan Company, New York, 
1959. 217 pages, $4.50. 


How are we approaching that inevitable time when age 
will have caught up and a change of pace and activity is 
either forced upon us or chosen as a challenging new ad- 
venture in living? Is retirement something to be dreaded, 
resisted and resented or can it be happy and useful as were 
the former periods of life, each of which has meant a more 
or less radical change from the preceding episode? 


VOL. 91, NO. 4 + OCTOBER 1959 


The Nature of Retirement by Professor Moore is a useful 
and worthwhile contribution to the growing literature on 
aging. Based upon the actual experience and observations 
of hundreds of retirees, the book contains much practical 
information about the problems to be faced, anticipated 
and planned for. Many questions are answered from these 
collective experiences, If a bias is expressed it is an opti- 
mistic one. The author is convinced that these later years 
may not only be happy ones, but useful and rewarding to 
both the individual involved and the community in which 
he lives. The question is raised as to whether retirement 
may not come too late rather than too early for many. It is 
emphasized that retirement should not necessarily mean an 
end to all useful activity though a change in pace and fewer 
exacting responsibilities are in order. Much will depend 
upon the attitude of the one retiring and his preparation. 

This is neither a welfare nor a medical book. Though 
written by a professional social scientist, it is free from 
annoying technical vocabulary. The style is simple and ad- 
justed to all readers. It is a practical, stimulating, thought- 
provoking review well worth consideration by all who are 
growing older—and who isn’t? 

Howarp F. West, M.D. 


* * « 


PEDIATRIC NEUROLOGY—Stanley S. Lamm, M.D., 
Clinical Professor of Pediatrics, State University of New 
York, College of Medicine at New York City; Neurological 
Consultant, Pediatric Dept. Kings County Hospital (State 
Univ. Div.), Brooklyn, N. Y.; formerly Instructor in Neu- 
rology, Long Island College of Medicine, Brooklyn, N. Y.; 
Director, Cerebral Palsy Clinic, Long Island College Hos- 
pital, Brooklyn, N. Y. Landsberger Medical Books, Inc., 
51 East 42nd Street, New York, N. Y., 1959. 495 pages, 
$12.90. 


The title of this book is amply descriptive of its content. 
It is apparently intended primarily for the pediatrician, and 
presents in rather more detail than in the ordinary textbook 
of neurology those types of neurological disease more preva- 
lent in the child. Thus developmental defects, heredofamilial 
diseases, cerebral palsy and infections of the nervous sys- 
tem are treated in some detail. The devoting of a scant 25 
pages to the convulsive disorders seems rather meager, but 
the essentials are covered. The various entities are pre- 
sented in a clear and understandable style. Illustrations are 
few and the standard of reproduction leaves something to be 
desired. The book can be recommended to the pediatrician 
who is thus spared searching through the large bulk of 
irrelevant material in the standard texts, but the specialist 
in neurology will find little not covered in texts already in 
his possession, 


Henry Newman, M.D. 
& + * 


J. M. CHARCOT—1825-1893—HIS LIFE—HIS WORK— 
Georges Guillain, M.D., Membre de L’Institut; Membre de 
L’ Académie de Médicine. Edited and translated by Pearce 
Bailey, Ph.D., M.D., Director, National Institute of Neu- 
rological Diseases and Blindness; Membre Honoraire a 
Titre Etranger de la Société Francaise de Neurologie. 
Paul B. Hoeber, Inc., Medical Book Department of Harper 
& Brothers, 1959. 202 pages, $7.00. 


Pearce Bailey has done American medicine a good service 
by translating so well Guillain’s Life and Work of Charcot. 
Charcot was to all intents the founder of modern neu- 
rology and the account of his activities at the fabulous 
Salpétriére is intensely interesting. Although he also re- 
sorted to anatomical studies Charcot was essentially a great 
observer and clinician. His influence on his great pupils 
and followers is traced in interesting fashion. The second 
half of the book deals systematically with the various as- 
pects of Charcot’s scientific work. 


Artuur L, Btoomrietp, M.D. 
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TEXTBOOK OF PEDIATRICS—Seventh Edition—Ed- 
ited by Waldo E. Nelson, M.D., D.Sc., Professor of Pedi- 
atrics, Temple University School of Medicine; Medical 
Director of Saint Christopher’s Hospital for Children. 
With the collaboration of 81 Contributors. W. B. Saunders 
Company, West Washington Square, Philadelphia 5, Pa., 
1959. 1462 pages, $16.50. 


In these days of intensive and large-scale research in the 
clinical and ancillary fields of medicine, obsolescence poses 
a constant threat to textbooks which have any pretensions 
to thorough coverage, and today adequate revisions are 
required every few years, While most of the writing is done 
by a corps of specialists, the success or failure of such a 
project depends on a directing head, who selects the con- 
tributors, guides their efforts, prunes their redundancies 
and bullies them into meeting their deadlines. 

The present, seventh, edition of Nelson’s Textbook of 
Pediatrics, a standard now for over 25 years, reflects the 
skill and effectiveness of its indefatigable editor, Dr. Nelson. 

The reader who wishes to know whether to invest in the 

new edition, the first since 1954, can be assured that it has 
been completely rewritten and not merely patched up from 
the Sixth, and that a very large amount of new maierial 
‘has been added. There are completely new chapters on 
clinical appraisal of infants and children, parenteral fluid 
therapy, drug therapy, anesthesia, prenatal factors in dis- 
eases of children, the newborn infant, tuberculosis, rick- 
ettsial diseases, mycotic infections, the respiratory tract, the 
nervous system, convulsive disorders, cerebral palsy and 
orthopedic pediatrics; and new or radically revised sections 
on tropical eosinophilia, kala-azar, cirrhosis of the liver in 
Indian children, pulmonary ventilation, mesenchymal dis- 
eases (including systemic lupus erythematosus), behavior 
problems with brain damage, and the relation of the physi- 
cian to the child with a handicap. There is an expansion of 
the discussion of inborn errors of metabolism; a brief but 
illuminating introduction to modern heart surgery; and, 
among various other changes, an ingenious and useful 
revision of Dr. John Anderson’s chapter on poisons. Here, 
the poisons are first grouped into some 78 categories, 
which are then followed by a list of some 464 (my count) 
individual poisons, each of which is referred by number 
to the first section for a description of symptomatology and 
treatment. The appendix, containing lists of normal blood 
and cerebrospinal fluid values, sodium and potassium con- 
tents of fluid foods; mineral and caloric composition of 
foods; diet calculation; elimination diets; conversion tables 
for weights and temperatures, have been, where necessary, 
revised and expanded. 

It is customary for a book review to contain some adverse 
criticism, if only to show that the reviewer has examined 
his victim with care. Actually, I have encountered very few 
serious omissions. The Wintrobe indices of red cell size and 
hemoglobin content and concentration are not mentioned. 
The danger of penicillin sensitization, to which several 
recent reports have alerted us, is not mentioned. The changes 
in cerebrospinal fluid in disease are not too well described 
(a really good table of these might be a promising project 
for the next edition: I know of no really comprehensive one 
in any pediatric text). 

The illustrations, though not many, are good. Particularly 
worth mention is the colored plate in the new chapter on 
Mesenchymal Diseases. The index, as in previous editions, 
is excellent, with the main reference in bold-face. 

On the whole, this is an outstanding job, placing Nelson’s 
Pediatrics in the forefront of pediatric texts in English. 


Haroxp K, Fazer, M.D. 


FRACTURE SURGERY—A Textbook of Common Frac- 
tures—Henry Milch, M.D., Emeritus Attending and Con- 
sulting Orthopedic Surgeon, Hospital for Joint Diseases, 
New York; and Robert Austin Milch, M.D., Assistant 
Resident Surgeon, Peter Bent Brigham Hospital, Boston. 
With a chapter on anesthesia by Herbert D. Dubovsky, 
M.D., director of Anesthesiology, Easton Hospital, Easton, 
Pennsylvania. A Hoeber-Harper Book, Medical Book De- 
partment of Harper & Brothers, 49 East Thirty-third 
Street, New York 16, N. Y., 1959. 470 pages, with 671 
illustrations, $17.50. : 


The senior author, who is now emeritus attending and 
consulting orthopedic surgeon, Hospital for Joint Diseases, 
New York, has been contributing to the literature of ortho- 
pedic surgery for many decades. His articles are well known 
to orthopedic surgeons and for the most part touch upon 
quite specialized subjects. The preface to this book asserts 
that, “This volume is particularly planned for the medical 
student and the surgical house officer, there at the beginning 
of their study of fractures, as well as the general prac- 
titioner.” In spite of this statement the authors have drawn 
heavily on the senior author’s previously published articles 
on specialized orthopedic subjects. For example, in the 
chapter on fractures of the leg four pages are used to 
describe an operation the senior author once published on 
the rare “Non union of the tibia with segmental defect.” 
It seems unlikely that medical students, house officers or 
general practitioners need or desire this type of highly 
specialized information. Furthermore, it is difficult to under- 
stand the criteria by which subject matter was selected for 
inclusion in or exclusion from the book, For example, 
epiphyseal separation of the lower end of the humerus, a 
condition so rare that it might be called an orthopedic 
curiosity, is discussed along with such other rarities as 
fractures of the acromion and avulsion fractures of the 
glenoid while the commonly occurring and very important 
acromio clavicular separations are not mentioned nor is the 
subject of fusion for unstable fracture. dislocations of the 
cervical spine. 


The book contains many statements with which most 
orthopedic surgeons would disagree. Two examples will be 
cited. In speaking of forearm bone fractures in growing chil- 
dren, “In general operation should be avoided provided that 
end to end apposition can be attained. . . .” It is now well 
known that end to end apposition is not at all necessary 
for perfect healing and is never an indication for open 
reduction. On the subject of fracture dislocations of the 
ankle (both malleoli broken above superior surface of the 
astragalus), “when reduction has been achieved a short leg 
cast should be applied and left in place for at least. six 
weeks. . . .” It is impossible to maintain stable reduction 
with a short cast which may very well rotate on the leg 
carrying foot and malleoli along with it. Furthermore safe 
solid union of the malleoli takes much longer than‘ six 
weeks, 


In their endeavor to cover all methods of treatment the 
authors at times leave one in doubt as to just which method 
they have found most useful. It is difficult to get a strong 
recommendation on just how they actually proceed in a 
given case. 


It is refreshing and modernistic to find the subjects of 
artery, nerve and tendon suture concisely and neatly cov- 
ered in a book on fracture surgery. How apropos! For who 
sees more of these injuries than he who treats fractures? 
The chapters on axial malalignments and slipped femoral 
epiphysis are very good indeed and recommended reading 
for orthopedic residents. 
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